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Title
What are some of the issues in assessing the outcomes of interventions with people 
with learning disabilities and their support stafflcarers. Discuss with references to 
some specific clinical examples such as challenging behaviour, emotional problems 
etc.
Declaration of Position
My current position as a Trainee Clinical Psychologist within a Community Team 
for People with Learning Disabilities (CTPLD) has influenced my choice of title for 
this essay and the information contained within it. Prior to working within the 
CTPLD I had little experience of working with clients with learning disabilities and 
saw this as an opportunity to explore the academic literature further and consolidate 
this with clinical work. To support this development I have reflected and commented 
upon my clinical experience, and therefore at times write in first person narrative for 
easier reading and to aid description of my reflections.
Introduction
As clinicians we have a professional and ethical obligation to ensure we provide high 
quality and effective services which meet the needs of our clients (Sperlinger, 2002). 
Additionally, there has been increasing government emphasis on evidence-based 
practice, and a need for mental health services to evidence their performance in order 
to meet clinical guidelines and quality assurance frameworks, such as the NHS 
Outcomes Framework (Department of Health, 2011). This has led to the assessment 
and evaluation of clinical outcome becoming ever more prominent across services.
Services for people with learning disabilities are not exempt to this. It is well 
recognised that people with learning disabilities are amongst the most vulnerable and 
socially excluded in our society, often facing multiple difficulties whilst having little 
choice or control over many aspects of their lives (Department of Health, 2001). 
Arguably, it is therefore more important to assess outcomes for this client group to 
ensure individuals are receiving the best care. There are, however, a range of factors 
which make assessing outcomes in services for people with learning disabilities more
challenging than in other populations. These include the heterogeneity of the client 
group and the need to work within systems, which make identifying appropriate and 
meaningful outcomes more challenging. Furthermore, there are additional 
considerations when utilising outcome measurement tools. The following writing 
expands on these issues, drawing links with clinical practice where appropriate.
For the purpose of this work, the term ‘outcome’ is used broadly to refer to a change 
in a client’s “behaviour, states, or adjustment which are significantly related to the 
reasons for the person having sought care” (Berger, 1996). There are many purposes 
for assessing the outcomes of interventions, such as monitoring the quality of 
services, measuring individual client change, directing future care plans, or 
influencing service funding (for an overview see Sperlinger, 2002). In this work I 
primarily focus on issues relating assessing outcomes for the individual client. I am 
conscious that there are broader issues regarding the need to assess outcomes for the 
purpose of evidencing the effectiveness of therapeutic interventions and meeting 
service guidelines. Such issues will not be discussed here, however, and are left to be 
considered at another time.
One Size Does Not Fit All
I use the term ‘learning disabilities’ throughout this paper to describe a broad 
spectrum of individuals. In accordance to the British Psychological Society (BPS) a 
learning disability is defined by a significant impairment of intellectual functioning, 
significant impairment of social/adaptive functioning, and an age of onset before 
adulthood (2000). Individuals with a learning disability do not constitute a 
homogenous group, however, and there is great variety in ability and need (BPS, 
2000). This raises one of the first issues of assessing outcomes with clients with 
learning disabilities: a suitable outcome for one individual and a suitable manner of 
assessing this outcome, will not be suitable for another. In short, a ‘one size fits all’ 
approach is not appropriate if clinicians are to meet the individual needs of the client.
In a climate where the emphasis is on using a ‘Person-centred approach’, basing 
clinical work on what is important to the client from their perspective (Department of 
Health, 2010; 2001; Mansell, 2010; Sweeney & Sanderson, 2002), this should not be
a radical idea. This can be difficult to achieve when working with clients with 
learning disabilities, however, for a number of reasons.
Firstly, it can be difficult to determine what is important to the client and what might 
be a ‘good outcome’ from their perspective. It can be difficult for a client with a 
learning disability to describe subjective feelings and internal emotional states, and 
because of cognitive disability and frequently associated limited communication 
skills obtaining views or information may pose particular difficulties (Prosser & 
Bromley, 2003). It is important, however, to provide clients with the opportunity to 
articulate their needs and express their opinions to inform the direction of further 
therapeutic work (Prosser & Bromley, 2003). There is a wealth of literature 
providing recommendations on how clinicians might support this process and the 
need to make appropriate modifications such as using short words and sentences, 
avoiding jargon terms and using visual images to aid understanding. This is a 
challenge when completing any work with clients with learning disabilities, and not 
specific to assessing outcomes. Therefore techniques to aid communication and 
understanding are not discussed further here but interested readers are directed to 
authors such as Emerson, Hatton, Bromley and Caine (2003), and O’Hara and 
Sperlinger (1997). The need to adapt and modify outcome measurement tools, 
however, is an issue raised later in this paper.
Sometimes, however, it may not be possible to obtain the client’s view of their 
difficulties and their view of a suitable outcome. The client may have been referred 
by another member of their network, maybe a family member or professional, and 
not view themselves to have a difficulty or want further support. For some clients 
with severe and profound learning disabilities it may be impossible for them to 
communicate their needs to others. In such cases, as clinicians, we are left hearing 
the voice of the referrer rather than the client. Talking to a third party closely related 
to the client is often an invaluable source of information and can provide a great 
insight into a person’s difficulties (Prosser & Bromley, 2003). This can help to 
determine the key difficulty for the client and therefore what outcome should be 
assessed. On occasion, however, the need to work within the clients system can make 
assessing outcomes more difficult. I use the word system here to describe the many
people and organisations around the client that will be influenced by and influence 
the individual (Dalios & Stedmon, 2006).
Assessing Outcomes within a System
In comparison to working with clients within the general population, clients with 
learning disabilities are more integrated in and reliant upon the systems around them 
(Department of Health, 2001). Many people live with their families or in family-type 
groups, such as residential homes, and have contact with a large group of 
professionals such as social workers, support workers, and healthcare professionals 
(Department of Health, 2001). Therefore a systemic approach which takes a wider 
perspective by looking at the contexts and systems in which a person lives can be 
particularly useful for this client group (Baum, 2006). This poses an added 
complexity to assessing outcome with clients with learning disabilities, however: 
when working within the system how do we take account of all the views involved?
This can be illustrated by the difficulties of assessing outcomes within family therapy 
with clients with learning disabilities. It is suggested that evaluation should ideally 
provide information on symptom improvement in the identified patient and how 
family relationships are organised and structured (Sprenkle & Moon, 2005). It is 
possible, however, for the client and family to be seen to benefit without any 
observable symptom improvements or shifts in the structure of the family, as it is 
difficult to tap the subtle shifts in perceptions and attitudes brought about by family 
therapy techniques and interventions (Baum, 2006). Furthermore, what will be seen 
as a positive outcome for one family member, may not constitute a positive outcome 
for another. Therefore the clinician is left trying to assess multiple outcomes, many 
of which may be too subtle to pick up through explicit outcome measures, and ensure 
the outcomes are meaningful and relevant to the family. This is balanced against the 
demands of ensuring that not too many measures are used so that they appear 
burdensome, and that we ensure we are not using our power as therapists in an over- 
intrusive way. This is particularly important when working with clients with learning 
disabilities, as the power differential is often tilted dramatically in favour of the 
therapist due to the difference in cognitive, communication or social standing 
(Emerson et. al, 2003).
There can also be practical difficulties of trying to assess outcomes within the wider 
system. It takes substantial time to speak to different people involved with the 
client’s care (be that family members or professionals), which can be difficult when 
clinicians are often working to capacity. Similarly other professionals working with 
the client (such as care home staff) have multiple demands on their time and may 
find it difficult to allocate further time to for assessing outcomes with the client. This 
highlights the importance of selecting an outcome that is meaningful to the client and 
the system and possible to implement in daily practice in order to increase motivation 
and engagement (Berger, 1996, as cited in Sperlinger, 2002).
It is important to recognise here, that working within a system may mean that the 
outcome to be assessed is not directly related to the client at all. A key feature of 
working within a system is that changes made elsewhere in the individual’s systems 
will in turn impact the individual through feedback loops (Dallos & Stedmon, 2006). 
This is often a key feature of working within learning disability services, where work 
may be indirect, with limited contact between the clinician and service user; for 
example, a clinician working with staff in a residential service. In such cases, it may 
be appropriate to focus on outcomes relating to changes in the staff group such as 
perceived distress levels or confidence in engaging with the client.
For example, in my own work I am to complete a piece of training with residential 
staff in using Intensive Interaction (“an approach for trying to find a connection with 
someone who is difficult to reach”. Firth, Berry, & Irvine, 2010, pg.20) with clients 
with severe and profound learning disabilities. This will involve limited direct 
contact with clients, but it is hoped that improving the quality of interaction between 
staff and their clients will have a positive impact on the client. In this instance it 
would be difficult for me to monitor direct outcomes for the client (due to limited 
knowledge of the clients, communication difficulties and time constraints), but I 
might instead assess how confident the staff feel in using Intensive Interaction and 
monitor the frequency with which they use it, which will give me an indication of 
effectiveness of the training. This highlights the need to think more broadly about 
what constitutes an outcome and not remain limited to only assessing direct 
outcomes with the client.
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Having begun to consider some of the issues in determining what outcome is to be 
assessed when working with clients with learning disabilities, this moves us towards 
thinking about tools which might support the process. Two areas will be discussed 
here; the use of self-report measures, and the use of alternative assessment measures.
Using Self-Report Measurement Tools
Using specific clinical outcome measurement tools, often in the form of self-report 
questionnaires and scales, has become common place in adult mental health 
(Sperlinger, 2002). Indeed there is an enormous array and variety of measures which 
clinicians can select from, dependent upon the purpose of measurement and 
characteristics of the client. Critically, however, we must not assume that 
questionnaires which are reliable and valid for use within adult mental health 
services are adequate or appropriate to measure outcomes for clients with learning 
disabilities. If measures have been developed for use within the general population, 
the psychometric properties may not be applicable to clients with a learning 
disability, and some clients may find it difficult to comprehend the questions (Finlay 
& Lyons, 2001; Sturmey, Reed & Corbett, 1991; Emerson, et. al, 2003). Therefore in 
recent years there has been a growing emphasis on the modification of, and 
development of outcome measures to use within learning disability services.
Modifications can be made to existing outcome instruments to support client 
understanding and comprehension. It is important to note here that not all clients 
with a learning disability will have difficulties using self-report measures, and the 
need for adaptations must be made on an individual basis (Finlay & Lyons, 2001). 
Research suggests, however, that there are a number of difficulties that may more 
commonly arise when using self-report questionnaires with clients with learning 
disabilities, and therefore it is important to recognise these during our clinical work.
Firstly, it can be difficult for clients with learning disabilities to describe subjective 
feelings and internal emotional states (Prosser & Bromley, 2003) and some research 
suggests that it is harder for clients to answer questions about emotions than concrete 
situations (Booth & Booth, 1994; McVilly, 1995). For example a study using a 
modified version of the Clinical Interview Schedule (Ballinger, Armstrong, Presley 
and Reid, 1975) found that concepts relating to obsessions, compulsions and
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depersonalisation were rarely understood. Given that outcome measures often ask 
about internal and subjective states, it may be difficult for clients to give accurate 
answers. Furthermore the person may be unfamiliar with the content of the questions 
asked or the vocabulary used (Finlay & Lyons, 2001). Research also suggests that 
there can be a proclivity of people with a learning disability to acquiesce; the 
tendency to agree with whatever statement has been given, or give affirmative replies 
to contradictory prompts (Sigelman, Budd, Spanhel & Schoenrock, 1981a, 1981b). 
This is suggested to be more common when the question is not understood or when 
respondents don’t know how to answer it, but has also been suggested as a way of 
seeking social approval (Emerson et. al., 2003). Arguably a number of these factors 
may be problematic when using outcome measures with any clinical population, but 
we must remain particularly aware of them when working with clients with learning 
disabilities in order to make appropriate modifications to our work.
One widely acknowledged adaptation that can be made when using outcome 
measures with clients with learning disabilities is to use clear and simple vocabulary 
with short words and sentences (Prosser & Bromley, 1998; Finlay & Lyons, 2001; 
Emerson et. ah, 2003). Additionally, questions should be precisely worded using 
concrete descriptions, using the present tense and avoiding double negatives and 
superfluous words or colloquiums. The following example is taken from Prosser & 
Bromley (2003, pg.l08) as an illustration of how this might be achieved. The first 
question is from the Schedule for Clinical Assessment in Neuropsychiatry (SCAN) 
(World Health Organisation, 1994), a psychiatric interview used in the general 
population. The second question is from the Psychiatric Assessment Schedule for 
Adults with Developmental Disabilities (PAS-ADD) (Moss et. ah, 1996) and seeks 
the same information but has been adapted for use with a client with a learning 
disability.
SCAN: “Do you have the feeling that you are being blamed or accused by 
others because of some action or lapse of deficiency that you yourself feel 
was blameworthy?”
PAS-ADD: “Do you think that you are blamed for something?”, “Do you 
feel guilty?”
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The first question uses sophisticated words and uses two propositions within the 
single sentence, making it linguistically complex and hard to understand. In 
comparison, the question used in the PAS-ADD is much less demanding, with 
simplified grammar, broken in to shorter questions and using more everyday words. 
This is likely to be more easily understood by a client with a learning disability 
thereby providing a more valid and reliable, and therefore more clinically useful, 
response.
There are now a number of outcome measures originally designed for use in the 
general population which have been adapted in this way to use with clients with a 
learning disability. One such example is the adapted Hospital Anxiety and 
Depression Scale (HADS) (Dagnan, Jahoda, McDowell, Masson, Banks & Hare, 
2008, adapted from Zigmond & Snaith, 1983). Adaptation involved simplifying the 
language of some questions, and presenting each question in large text on an A4 
landscaped page with a visual four point scale consisting of bars of individual length. 
Research by Dagnan et. al (2008) looking at the psychometric properties of the 
adapted HADS for clients with learning disabilities suggested that this scale had 
consistent internal reliability, showed good predictability with other self-report 
measures of depression, and that it can serve as a good measure of depression and 
anxiety within this client group.
There are arguments, however, that simply adapting measures used within the adult 
mental health population can ignore the complexity of difficulties experienced by 
clients with learning disabilities (Brooks & Davies, 2007) and miss out information 
key to the lives of individuals with a learning disability. Brooks and Davies (2007) 
looked to adapt the Clinical Outcomes in Routine Evaluation -  Outcome Measure 
(Evans et. al., 2000). This is a self-report measure of client outcome in widespread 
use in a variety of clinical settings. Brooks & Davies (2007) began by making many 
of the modifications previously discussed, but suggested that this ‘translation’ was 
insufficient as the questionnaire itself included no questions which could reflect the 
lived experience of having a learning disability. This led them to include service 
users in research to identify this ‘missing domain’ and resulted in including 
additional questions in the measure which could be seen to be more meaningful to 
clients with learning disabilities. Such collaborative research, involving clients as
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‘experts’ is a significant step forward in developing more valid and reliable tools, 
and thus crucially more clinically useful tools.
The availability of self-report measures within learning disability services (either 
adapted measures from use within the general population, or those designed 
specifically for people with learning disabilities) can be clinically useful. However, 
even with modifications and supported by a clinician experienced in the needs of 
clients with learning disabilities, using self-report measures may still prove difficult 
for some clients. As it would be when working with any clinical population, it is 
important to recognise the individual needs of the client and only use such measures 
where appropriate. For those where self-report may be difficult, or in some cases 
impossible (such as for clients with complex communication difficulties) we must 
consider alternative methods of assessing outcome.
Using Alternative Measurement Tools
There are a variety of measures available which do not rely on a client’s rating of 
change to assess outcome. For the reasons noted above (such as difficulties 
describing internal and emotional states, and profound communication difficulties), 
these are often used within learning disability services. Indeed, within the 
Community Team for People with Learning Disabilities in which I currently work, 
the Health of the Nation Outcome Scales for People with Learning Disabilities 
(HONOS-LD) (Roy, Matthews, Clifford, Fowler, & Martin, 1996), a clinician rated 
tool, is the standard tool to be used with all clients as a measurement of therapeutic 
outcome. Such tools rely on the clinician acquiring suitable and sufficient 
information about the client to make accurate judgements of their difficulties. In 
some cases, carers or family members may be requested to complete measures about 
the client’s presentation to inform clinical understanding. This raises a concern that 
the client’s experience may go unheard.
Observer ratings are fi'equently used in the area of Challenging Behaviour, where 
measurement has traditionally focused on monitoring instances of challenging 
behaviour over time (Baker & Daynes, 2010). Due to practical reasons, these 
frequency counts and measures are often required to be completed by those who 
spend most time with the client (often family members or carers), leaving the
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assessment of outcome reliant on a third party perspective. Although such measures 
are often vital to gathering information about a client, we must remain cautious of 
not losing the individuality and emotional content of the client’s experience and 
reducing their experience to a checklist of observations and behaviours. This has 
been highlighted in professional guidelines such as The British Psychological 
Society’s Clinical Practice Guidelines for Challenging Behaviour (2004). In this it is 
suggested that as a minimum, evaluation of outcome should consider the severity, 
frequency and duration of challenging behaviour; the person’s quality of life and 
range of opportunities and activities; the person’s development of positive skills and 
abilities; the person’s wellbeing and satisfaction with the intervention; and the well­
being and satisfaction of carers or family members in close contact with the person. 
This is important in assessing the whole life situation of the individual as opposed to 
narrowly focusing on one aspect.
This is also reflected in the consideration now given to using Quality of Life 
Measures (QoLM) when assessing outcomes for clients with learning disabilities. 
There has been a socio-political trend towards increased concern about the social and 
psychological wellbeing of clients with learning disabilities, and an increased 
recognition for the view that all people have a right to lives of quality (Brown, 
Schalock, & Brown, 2009; Kober & Eggleton, 2009). In particular this is a key 
feature in influential guidelines such as the Government White Paper “Valuing 
People” (Mansell, 2001), and the NHS Outcomes Framework (Department of Health, 
2011). As acknowledged by Kober & Eggleton (2009) there are a range of benefits in 
using QoLM to assess outcomes for clients with learning disabilities. QoLM place 
the client at the centre of the work, and moves the focus from the clients ‘symptoms’ 
or ‘problems’ to a more holistic view of the individual. This is important in capturing 
the complexity of a client’s difficulty and may remove some of the stigma associated 
with having a learning disability; there is arguably less stigma associated with having 
a low quality of life than having a learning disability. Furthermore it is a multi­
dimensional variable, which can be more appropriate to measure the complex 
outcomes that can occur when working within multi-disciplinary teams, and thus can 
provide a tool to measure outcome across professional disciplines. Currently Quality 
of Life Measures do not appear central in learning disability services, and there are 
few validated measures in circulation. However, as clinicians it will be important for
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us to consider these as a valuable outcome measurement tool when working with 
clients, and play a key role in the development of appropriate, valid and reliable tools 
for the future.
Adapting Outcome Measurement Tools in Practice: A Clinical Example
A range of issues regarding outcome assessment with people with learning 
disabilities have been raised above. Whilst writing this work I have remained 
conscious of how these issues fit with the reality of clinical practice and my own 
experience in this area. One clinical example in particular comes to mind, and I share 
this here to illustrate some of the issues discussed and hope that my reflections may 
stimulate further thoughts for the reader.
My role within the Community Team for People with Learning Disabilities (CTPLD) 
has led me to co-facilitate a recently formed psycho-educational group for clients 
with learning disabilities, based on the principles of Positive Psychology (readers 
interested in Positive Psychology are directed to Snyder and Lopez, 2005, for an 
overview). Given the emphasis on evidence-based practice within clinical 
psychology, and a professional obligation to ensure that the work we do is helpful for 
our clients, it was essential to assess the outcomes of the group. No structure was in 
place for us to do this however, stimulating discussion with my colleague and 
supervisor about how we might approach this. In order for there to be consistency in 
the evaluation of outcomes across groups, we felt it crucial that there should be a 
formal assessment tool to complete with group members and so we were tasked with 
identifying one.
There were no routine outcome measures available to us within the CTPLD that were 
consistent with the Positive Psychology framework, and no Positive Psychology 
measures that had been designed or adapted to use with clients with learning 
disabilities. This led us to modify the Adult State Hope Scale (Snyder, Sympson, 
Ybasco, Borders, Babyak, & Higgins, 1996) which research suggested was a brief, 
internally consistent, and valid self-report measure of goal orientated thinking 
(Snyder et. al, 1996) and appeared consistent with our group content and goals.
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We adapted the scale in line with modifications recommended throughout the 
literature on working with clients with learning disabilities which have been 
highlighted in this paper (for an overview see Finlay & Lyons, 2001; Emerson et. al., 
2003). These included simplifying the language and sentence structure and using the 
present tense. One example of the adaptation in question wording is from “At the 
present time, I am energetically pursuing my goals” in the original scale, to “When I 
choose a goal I try hard to reach it” in the adapted form. Additionally, we reduced 
the Likert scale response fi*om an eight point scale, to a four point scale using visual 
bars of different lengths to support the response options. Research suggests that 
three-point scales are easier for people with learning disabilities to understand as 
people can get the middle points of larger scales confused and should be supported 
by pictures (Levine, 1985, as cited in Prosser & Bromley, 2003; Hartley & MacLean, 
Jr., 2006). However three-point scales substantially reduce participant’s possible 
choice of responses and may result in a ceiling effect (Hartley & MacLean, Jr., 
2006). Given that one of the key reasons for completing the scale was to monitor 
client change, we felt it important to reduce the chance of ceiling effects and 
therefore compromised on a four-point scale.
Initially I thought these easy modifications to make. However, in practice (and 
following this piece of writing on the subject) I now question how successful we 
have been. Firstly, the scale has been substantially restructured and reworded that it 
bears little resemblance to the original Adult State Hope Scale (Snyder et. al, 1996). 
It was particularly difficult to phrase questions in a way which would be easily 
understood without losing the meaning or ‘essence’ of the original question. 
Additionally when choosing the descriptors for the Likert scale, we were easily able 
to determine the upper and lower limits (we chose ‘Never and ‘Always’) but 
struggled to agree on descriptors for the middle limits. We decided upon ‘A little’ 
and ‘A lot’ but remain conscious of whether group members fully understand this 
grading. Therefore although we started with an apparently valid self-report scale for 
use with the general adult population, we appear to have ended with an almost 
entirely different, non-validated scale for use with a new client group.
Group members varied greatly in their understanding of the scale; some people had 
few difficulties, whilst others required substantial verbal descriptions of the questions
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before they were able to make a decision. Even then I query if  some questions were 
fully understood. On discussion with one client about goals, I realised that the 
concept of having goals itself was a relatively abstract and new concept for the 
individual, making the question regarding goals almost impossible to answer. 
Although the questionnaire was brief (only eight questions) we needed to talk 
through the questionnaire with each client to aid understanding which was 
particularly time consuming.
We are still to complete the group and therefore I am unable to comment on 
differences between pre- and post- outcome measurements. Unfortunately, in light of 
the issues raised above, I have my doubts as to the success of the measure. That is 
not to say however, that I do not feel it has been a useful tool. It has certainly 
stimulated my thoughts on this topic, and allowed me to make further adaptations 
within the group setting. For example, I am now aware of how easy it is to assume a 
concept is understood by all, and how hard it is to break this down in to easily 
understandable phrases. I must also add that we do not intend to rely solely on the 
scale to assess outcome. We recognise the importance of hearing the client’s voice 
and have allocated substantial time in the last group session for discussion about 
group member’s experience of the group and any areas we might improve. Certainly 
if I have learnt anything by way of this experience, it is that measuring outcome 
cannot only be seen by change on a scale and we must look to identify changes in a 
number of areas. In light of the research emphasising the importance of Quality of 
Life Measures (Brown, Schalock, & Brown, 2009; Kober & Eggleton, 2009) I would 
be interested to consider incorporating such a measure in future groups. Additionally 
I think it would be vitally important to obtain a service users support in modifying 
the language and structure of the scale to make it more understandable.
Conclusion
There are a variety of issues that can occur when assessing outcomes of interventions 
with clients with learning disabilities. It is important to recognise that these 
difficulties will not apply to all individuals with a learning disability, many of whom 
will have few problems with communicating their needs and being active participants 
in the assessment of outcomes. For a client with a mild learning disability in
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particular, measuring outcomes may take no different form to that of outcome 
assessment with a client in the general population (Finlay & Lyons, 2001). Indeed it 
would be wrong to oversimplify questions and assessment processes where it is not 
necessary. It is crucial, however, that as clinicians we thoroughly attend to the 
individual needs of the client which can be more varied and complex than within the 
adult mental health population. It is important to remain person-centred, identifying 
the needs of the client and those within their system, and selecting measures which 
are meaningful and relevant. There are broad issues regarding the relevance of 
outcome measures when working with this client group, and there is still substantial 
research required to ensure valid and reliable measures are used in routine practice. 
Despite these difficulties, however, we should not shy away from assessing outcomes 
with clients with learning disabilities. With an awareness of the issues and suitable 
adaptations, the use of outcome assessment can ensure clients and their families and 
carers receive the best services.
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Abstract
The positive role of religious coping has been established amongst the general 
population and some specific client groups, including individuals with chronic 
physical illnesses. However, the role of religious coping amongst clients with 
psychosis is less established. This paper identifies literature on religious coping 
amongst clients with psychosis, with the aim of understanding if  religious coping 
helps or harms recovery.
Religious coping was found to be prevalent amongst clients with psychosis and was 
considered to be helpful by the majority of clients. There is evidence to suggest that 
religious coping is associated with better client outcomes including lower 
symptomatology, increased insight, increased adherence to medication, and reduced 
risk of suicide and substance abuse. Some distinctions are drawn between the impact 
of positive and negative religious coping strategies on outcome.
It is important for clinicians to assess for religious coping strategies amongst clients 
with psychosis, but further research is required before we can be clear which 
religious coping strategies help or harm recovery.
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Declaration of Position
As a first year Trainee Clinical Psychologist, my initial placement is within an 
Assertive Outreach Team working with clients experiencing psychosis. With no prior 
experience in this area, I felt the completion of this literature review would be an 
ideal opportunity to add to my knowledge regarding this client group and aid my 
clinical practice. Discussions with my placement supervisor focused on the role of 
GET for psychosis and delusions, and the need to be aware of cultural and diversity 
issues. This led to preliminary reading on the role of beliefs in formulation, and 
particularly the role of religious beliefs.
An initial look at the literature revealed there was little, if anything, on how one 
might adapt therapy to take consideration of religious beliefs, despite evidence that 
religious beliefs are prevalent within this client group. This led me to consider the 
evidence regarding the role of religious coping in particular and how this might 
impact client recovery.
Introduction
Interest in the relationship between religion and mental health has increased 
markedly over the past few decades, with researchers beginning to take an interest in 
how religion can help individuals cope with physical and mental health difficulties. 
In the literature religion and spirituality are often used synonymously, referring to an 
individual’s beliefs, practices or rituals which are related to the ‘sacred’. If a 
distinction is drawn between religion and spirituality, it is that religion carries an 
organisational dimension involving a community of believers with a set of shared 
doctrines and beliefs, which spirituality may not. Religious coping refers to the use 
of religious beliefs or activities to help individuals manage their difficulties.
There is now a substantial body of literature which suggests that religion helps 
clients cope with physical health illnesses (for a review see Koenig, Larson & 
Larson, 2001). There is also a growing body of literature identifying positive 
associations between religious coping and mental health (for a review see Koenig, 
2008). However within this, there is comparatively less research on the role of 
religious coping amongst clients experiencing psychosis and the impact on recovery.
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Historically, research has focused on the negative aspects of religion in psychosis, 
such as the religious content of delusions, and researchers are only beginning to 
examine the potential for a positive as well as a negative impact of religion for 
clients experiencing psychosis.
The following review sets out the available literature on the role of religious coping 
amongst clients experiencing psychosis, with the aim of identifying if  religious 
coping strategies have the potential to help or harm client recovery. Recovery in this 
sense reflects any improvements in client outcome as measured empirically, or as 
perceived by the individual. The reason for this is twofold; firstly, clinicians are 
encouraged to adopt a recovery-orientated model which emphasises improvements as 
perceived by the individual, not just an improvement in symptoms; and secondly, 
due to the limited literature available, to select studies based on the type of outcome 
would warrant this review unfeasible. The review will comment on the prevalence of 
religious coping amongst clients experiencing psychosis, the impact of religious 
coping on client outcome, including comorbid difficulties, limitations of research 
within this area, and implications for clinical practice.
Method
Searches for published material were carried out using the following databases: 
PsychlNFO, MEDLINE, PsychArticles, ISI Web of Knowledge, CINAHL and 
Psychology and Behavioural Sciences collection. The search terms used were: 
Religion, Spirituality, Schizophrenia, Pychosis, Coping, Outcome, and Recovery. 
These were combined using the Boolean operators AND/OR and were used in 
different amalgamations. Papers chosen for inclusion were those which focused on 
recovery in psychosis and made reference to the role of religion, with a particular 
focus on religious coping. Two articles were excluded due to being written in foreign 
languages and unattainable in English.
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Results 
Prevalence of Religious Coping
There is consensus in the literature that religion or spirituality are important in the 
lives of individuals experiencing psychosis. Mohr, Brandt, Borras, Gilliéron, and 
Huguelet (2006) completed semi-structured clinical interviews with 115 out-patients 
diagnosed with schizophrenia, using a variety of clinical measures and making 
considerations for biases including selection biases and interviewer biases. These 
authors reported that religion was important in the lives of 85% of the clients and 
was absent from or of no importance in the lives of only 15%.
Tepper, Rogers, Coleman and Malony (2001) surveyed 406 persons with persistent 
mental illness, assessing the prevalence of religious coping through the use of a 48- 
item demographic survey. This indicated that 80% of clients reported using some 
type of religious activity or had some type of religious belief that helped them cope 
with their symptoms and frustrations or difficulties. 92% reported using a religious 
activity, and 73% had some type of religious belief. Regarding the actual religious 
strategies used, 59% of clients reported using prayer, between 30 -  35% reported 
attending religious services, worshipping God, meditation and reading scriptures, and 
15% reported meeting with a spiritual leader.
A further study by Reger and Rogers (2002) using comparable methodology, 
reported remarkably similar findings. Results of the study revealed that over 79% of 
clients surveyed used some type of religious activity or belief to help cope with their 
difficulties. In regards to actual religious strategies used 59% of clients reported 
using prayer, 36% going to religious services and 35% worshipping God.
Impact on Client Recovery
A number of studies indicate that religious coping is not only prevalent amongst 
those experiencing psychosis, but that it is also seen to be helpful by the majority of 
clients. Tepper et. al. (2001) reported that of 406 clients, 65% felt that religion 
helped them to either a moderate or large extent in coping with symptom severity, 
and 30% reported that their religious beliefs or activities “were the most important 
thing that kept [them] going”. This appeared to be supported by further quantitative 
analysis which indicated a positive role of religious coping. It was indicated that
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clients to whom religion became more important when symptoms worsened, versus 
those to whom religion became less important, experienced fewer hospitalisations in 
the previous year. Additionally, a greater number of years of religious coping and a 
greater time devoted to religious coping were associated with better outcomes in a 
number of areas including psychoticism, paranoid ideation and total 
symptomatology. The authors concluded that religious coping may be particularly 
compelling for people who are experiencing severe symptoms, that religious coping 
may increase when symptoms worsen, and that increased religious activity may be 
associated with reduced symptoms.
However this study by its design was cross-sectional and exploratory in nature, and 
thus correlations are not an index of causality. Although we can be confident from 
this study that there is a relationship between religious coping and symptom severity, 
we cannot be certain that time spent on religious coping reduces symptoms. For 
example, might it not be that those with lower symptoms are able to function more 
highly and thus able to engage in more religious practices? This issue of causality is 
one which runs across many of the studies in this area, and thus will be expanded on 
elsewhere in this review.
Kirov, Kemp, Kirov and David (1998) carried out a smaller scale study of 52 clients 
with psychosis, and reported similar findings to those above. 61% of those 
interviewed reported using religion to cope with their illness, and 22% declared that 
religion was the most important part of their lives. Additionally, a total of 30% of 
clients reported an increase in religious faith after the onset of their illness. This 
appears concurrent with the finding that religious coping may be particularly 
compelling for people experiencing severe symptoms, and may increase when 
symptoms worsen (Tepper et. al., 2001).
Kirov et. al (1998), suggested further positive functions of religious coping. The 
relationship between insight and religious coping, along with medication adherence 
and religious coping was investigated, and it was concluded that clients who used 
religious coping had better insight in to their illness and were more adherent to 
medication, than those clients who did not use religion to cope with their illness. 
However, the authors do not identify a definition of ‘insight’ and without this we 
cannot be certain to what exactly they are referring; is it referring to a client’s insight
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that they have a difficulty, or the more medical view that they have schizophrenia? 
Furthermore, again one needs to question the issue of causality; does religious coping 
truly lead to increased insight and medication adherence, or might it be that those 
who have insight and thus are able to recognise at least to some extent that they have 
a mental illness, are then able to actively seek coping strategies to help manage their 
illness and recognise the need to take medication?
Borras et al. (2007) investigated the impact of religious coping on adherence to 
medication. These authors looked at how religious beliefs and practices affected 
medication and illness representations in clients with chronic schizophrenia. They 
suggested that religion was associated with adherence and also with clinical 
characteristics; clients who were adherent to medication participated in more group 
religious practices, and the more religion was important in clients’ lives the less 
clients engaged in substance abuse and the more they were in symptomatic 
remission. Furthermore, content-analysis of data indicated an association between 
clients’ representations of illness and treatment, influenced by their religious beliefs 
and practices. It was found that 57% of clients had a representation of their illness 
directly influenced by their religious beliefs; positively for 31% (for example, 
“Illness is a gift from God in order to help me grow”), and negatively for 26% of 
clients (for example, “My illness is a punishment sent by God for my sins”). 31% of 
clients who were non-adherent to medication underlined a conflict or incompatibility 
between their religious practices and medication, versus 8% of adherent clients. Thus 
it was concluded that religious beliefs contribute to shaping representations of illness 
and treatment, and thus can impact positively or negatively on client outcome 
dependant upon the client’s representation.
However multivariate analyses did not support an association between illness 
representation influenced by religious beliefs and adherence to treatment. The 
authors argue that this may be due to the small sample size leading to an increased 
possibility of making Type II errors. Thus these findings can only be considered 
exploratory at this time, and further research must be completed if  definitive 
conclusions are to be drawn. However this study does begin to highlight an issue 
within religious coping that has been relatively neglected within the studies detailed
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above; that is, it notes that religion can have both a positive or negative impact on 
client outcome.
This issue is made clear in a descriptive paper on spirituality and psychosis, by Keks 
and D’Souza (2003). This identifies that religious coping can be helpful and 
constructive to clients, by way of increasing support, building social networks, 
providing meaning to their difficulties, and assisting in guiding the behaviour of 
individuals who may be internally disorganised, through the use of religious rituals. 
Alternatively religion may at times become a source of pain, guilt and exclusion. 
This is illustrated with the use of two case examples. Unfortunately, within a 
discipline where empirically based work is the gold standard, the lack of scientific 
rigour in this paper makes it difficult to draw any conclusion about the impact of 
religious coping on client outcome. However for the purpose of this review, this 
paper is useful in reminding readers that religious coping as a whole cannot be 
considered either positive or negative, but rather that different tenets of religious 
coping may be helpful or unhelpful to different clients in different ways.
Mohr et. al. (2006) carried out a thorough empirically based study, assessing the role 
of religion as a mediating variable in the process of coping with psychotic illness. 
Findings regarding the positive role of religious coping supported that of studies 
noted above; for nearly half of the clients (45%) interviewed, religion was reported 
as the most important element in their lives and 78% rated it as essential in day-to- 
day life. Importantly, further data presented by Mohr et. al. (2006) begins to give us 
an indication as to how clients perceive that religion helps; 60% of clients reported 
religion helping them cope with their illness, 52% in helping them gain control of 
their illness, 63% in giving them comfort, 67% in giving meaning to their lives, and 
59% in giving meaning to their illness.
However, where other studies have neglected to comment on the percentage of 
clients who did not perceive religion as helpful, Mohr et. al. (2006) noted that 
although religion was perceived to be helpful by the majority of clients interviewed, 
14% reported negative effects of religious coping. In these cases religion was a 
source of spiritual despair, increasing psychotic and general symptoms and 
increasing social isolation. Thus although many clients experiencing psychosis may
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use religion to cope, this may not always have a positive outcome. Thus we begin to 
see a complex relationship building between religious coping and client outcome.
This is further elucidated in a recent study by Mohr et. al. (2010). A component of 
this study completed a qualitative evaluation of religious coping. The result of this 
showed that clients could be separated into three groups reflecting their coping 
strategies and that these impacted on client outcome. Clients were classified as using 
‘Positive Religious Coping’ if their religion provided them with a positive sense of 
self and/or a spiritual sense of the illness that helped them accept it and mobilize 
their religious resources to cope. It was suggested that this form of religious coping 
led to decreased symptoms and improved social relationships. ‘Negative Religious 
Coping’ was considered to be active if clients’ religion contributed to a negative 
sense of self in terms of despair and suffering, and/or a spiritual sense of the illness 
inducing fear, anger or guilt. This form of coping led to increased symptoms and 
social isolation. The final group referred to ‘No Religious Coping’, which was 
characterized by no religious beliefs or practices, or if  religion was marginal and not 
used to cope with the clients illness in any way. Importantly, Mohr et. al. (2010) 
identified that inter-rater reliability for the classification of clients to these three 
groups was high (kappa = 0.86), which suggests that these were meaningful 
categories with distinct features by which clients could be classified. This study is 
important in beginning to classify the different means by which religious coping can 
impact on client outcome.
Impact on Comorbid Problems
Comorbid difficulties such as suicide and substance abuse are common amongst 
individuals experiencing psychosis (Regier et al., 1990). Thus when looking at 
recovery and client outcome amongst this group it is pertinent to consider the 
mediating role religious coping may play on such difficulties.
Two research papers present themselves regarding the effect of religion on suicide 
and suicide attempts within this population. The first was a study which looked at 
assessing the risk of suicide and suicide attempts and to determine factors associated 
with suicidal behaviour of adolescent-onset psychotic disorder (Jarbin & von 
Knorring, 2004). This found that clients with no suicide attempts reported greater 
subjective satisfaction with life in the domain of religion (in addition to health.
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family relations, and safety) as assessed by the Lancashire Quality of Life Profile 
(LQOLP). Interestingly having controlled for concurrent symptoms of depression 
and anxiety, religion became the only measure on the LQOLP that was correlated 
(inversely) with suicide attempts, although remained only on the verge of 
significance. This led the authors to tentatively suggest that religion may serve a 
protective role against suicide attempts. Based on this study alone, we must be 
cautious in drawing any firm conclusions regarding the role of religion. Importantly 
the study was only small and exploratory in nature, and looked at many different risk 
factors that might impact on suicide attempts. Thus by the authors’ own admission 
there is an increased chance of making Type I and Type II errors.
A further study looking at the relation between suicide attempts and religion amongst 
clients with a diagnosis of schizophrenia or schizo-affective disorder is presented by 
Huguelet et. al. (2007). The use of semi-structured interviews making use of several 
different scales and questionnaires allowed for a range of data to be collected on 
different aspects of religion, and both quantitative and qualitative analyses to be 
conducted. Results suggested that level of religiosity (attaching little or no 
importance to religion, compared to those who used religion to cope but had no 
frequent contact with a religious community, compared to those who used religion to 
cope and were in contact with a community at least once a month) was not related to 
number of suicide attempts. However religion appeared to play a mediating role for 
at least some of the clients; religion appeared to be a protective factor in 25% of 
cases and a risk factor in 11% of cases. Content analysis as regards religion and 
suicide attempts, as viewed by the clients, revealed some of the potential roles 
religion may serve in influencing suicide attempts. The positive role of religion may 
include religious coping to fight despair and instil hope, condemnation of suicide, 
and rediscovery in the meaning of life through religion. Conversely, the negative role 
religion may serve include the wish to die to be with one’s God or live another life 
after death, anger with God, loss of faith and therefore loss of meaning in life, and 
breaking with religious communities. Thus this suggests that any relationship 
between religion and suicide is not straightforward, and one must consider the unique 
and individual aspects’ of a client’s religious beliefs and coping style in order to 
assess its role as a protective or risk factor.
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Only one study was identified pertaining to the relationship between religious coping 
and substance abuse. This was that of Huguelet et. al. (2009), which looked at the 
influence of religiousness on substance misuse in clients diagnosed with 
schizophrenia or schizo-affective disorder. This identified an inverse relationship 
between the importance of religion and comorbid substance use; clients for whom 
religion was of little or no importance were more likely to be current substance 
misusers, compared to those who placed great importance on religion and practiced 
regularly in their religious communities. Again, clients reported that religion could 
serve both a positive or negative role; 14% of clients reported a positive role, and 3% 
reported a negative role. Positive roles included religion providing guidelines for 
living without toxic substances, an alternative coping strategy replacing substance 
use, or a point of anchorage to reorganise life around religion. A negative role was 
identified when clients turned to substance misuse to cope with their spiritual distress 
after losing their religious community. However, although these results are 
interesting and give an indication to how religion may be perceived by clients, we 
must not ignore that 83% of clients reported that religion played no role in their 
substance misuse, and thus it is clearly not a key factor in recovery for all clients.
It is clear from a review of the limited literature in this area that much work needs to 
be done if the complex relationship between religion and comorbid problems in this 
client group is to be elicited. The studies identified above give an initial indication 
that a relationship exists, and that religion can serve as both a protective or risk 
factor. However given the limited literature available no definitive conclusions can 
be drawn and we are left to compare the data with that available on suicide attempts 
and substance misuse within non-psychotic populations, such as the general 
population and clients diagnosed with depression. It is encouraging to see that in 
such populations the protective role of religion is well established (for a review see 
Koenig, 2008), and thus may give support to a similar relationship within clients with 
psychosis. However we must be careful when making comparisons between different 
client groups and thus this remains an area for further research.
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Limitations
As has been identified elsewhere in this review, although religious coping and 
wellbeing within the general population, physical health, and even within key 
difficulties such as depression, have received a substantial amount of attention in the 
literature, studies specifically pertaining to religious coping amongst clients 
experiencing psychosis are still relatively sparse.
One important area of neglect which has become apparent throughout this review, is 
the quantitative analyses of the implications of different types of religious coping 
strategies. As noted in the section ‘Impact on client presentation’, many of the 
studies within this field tend to look at religious coping as a single global process 
which is either largely good or largely bad; only a handful have identified that 
religious coping may take on a positive or negative role in different contexts (Mohr 
et. al., 2006; Mohr et. al., 2010; Huguelet et. al., 2007; Huguelet et. al., 2009), and 
unfortunately these are primarily qualitative and limited in scope. Only one study 
was identified which looked to empirically ascertain which specific method of 
religious coping facilitates recovery.
Building on work by Pargament et. al. (1988; 1990), Yangarber-Hicks (2004) 
examined relations between religious coping styles and outcome amongst severely 
mentally ill individuals, including clients with psychosis. It was found that the four 
styles of religious coping suggested by Pargament et. al. (1988; 1990), were 
differentially related to psychosocial outcomes. A collaborative style (in which 
responsibility for solving difficulties is held jointly by the individual and God) was 
associated with improved quality of life, increased empowerment, and a greater 
involvement in recovery-enhancing activities. Similarly a deferring style (whereby 
God is considered the source of solutions rather than the individual) was also 
associated with improved quality of life. However both self-directing (in which the 
individual assumes responsibility for resolving problems, and God is viewed as 
giving people the freedom and resources to direct their own lives) and plead styles 
(whereby the individual implores God for miraculous interventions and wishing for 
the world to change) were associated with higher levels of distress and less positive 
psychosocial outcomes. This is a thorough empirical study making use of a number 
of measurement tools and statistical analyses, but unfortunately is limited by the
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researcher’s reliance on self-report which may result in the data being clouded by 
client’s potential cognitive deficits or social desirability biases. Importantly it begins 
to gives us a clearer indication of the means by which religious coping differentially 
affects client outcome, but further research is required to broaden and replicate these 
findings.
A further limitation in the research is that the majority of the data is cross-sectional. 
This is problematic as it prevents the identification of causality; researchers finding a 
beneficial relationship between religiosity and client outcome cannot infer whether 
religious coping itself improves client outcome, or whether improved psychological 
health allows clients to engage in more religious coping strategies. Recently, two 
studies (Phillips & Stein, 2007; Duarte, 2009) have come to light which use 
longitudinal methods, thus improving our knowledge of the causal role of religious 
coping on outcome. Both of these studies lend tentative support to the notion that 
religious coping, if  using positive coping strategies, can lead to positive outcomes for 
the client. Phillips and Stein (2007) identified that religious coping techniques 
predicted longitudinal changes in symptoms of paranoid ideation and loss of identity 
due to mental illness, and Duarte (2009) suggested that greater positive and lesser 
negative forms of religious coping are related to beneficial outcomes. Though these 
longitudinal studies provide an advancement of research on religious coping and can 
be seen as first steps in examining religious coping and client outcome over time, 
both studies suffer limitations including small sample size, brief time frame and 
assessment at only two points in time, and collection of data through self-report. 
Although this does not mean this data should be disregarded, it does mean that much 
further research is required before we can be confident of the impact of religious 
coping on client outcome over time.
One must also question the assessment tools and measures used throughout the 
literature on religious coping. As of yet there appears no clear agreement throughout 
the literature as to which measures to use. Across the studies identified in this 
review, a variety of measures, scales, and assessment tools were used to assess 
religious coping and outcome. The relative merits and validity of such scales is a 
further topic in itself, and therefore not a discussion to be pursued here. However it is 
important to question how comparable these studies are, as the wide range o f
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measures used may result in the measurement of different aspects of religious coping 
and different aspects of outcome. Therefore can we truly tell what specific impact 
religious coping has on client outcome, and indeed do we know what aspect of 
religious coping is having the impact?
A final consideration to be raised here is whether the efficacy of religious coping 
may vary by the form of religion. There are countless different religions across the 
world, each with different beliefs, doctrines, and practices. Thus research looking at 
the general efficacy of religious coping can only yield limited information and may 
obscure important differences in kinds of religiousness. Although the studies 
reviewed here often noted demographics regarding the denominations of their 
subjects, none looked at differences in religious coping and outcome between these 
denominations. Research with other client groups has given some indication that the 
effect of religious coping on general distress outcomes is mediated by religious 
affiliation (Tix & Frazier, 1998). Additionally, with research indicating that certain 
religious coping styles are more helpful than others (Yangarber-Hicks, 2004), one 
might hypothesise that religions which encourage such outlooks might be associated 
with better client outcomes. Further research should be conducted in this area to 
understand if the effects of religious coping are moderated by religious affiliation.
Implications for Clinical Practice
Although it is as yet unclear which specific styles of religious coping help or harm 
recovery, it is clear that religious coping is an important factor amongst clients 
experiencing psychosis. Combined with working in a climate where mental health 
practitioners are encouraged to adopt a recovery-orientated model (NIMHE, 2005), 
valuing the principles of the individual and recognising the importance of 
considering spirituality, it is crucial that practicing psychologists are willing to 
discuss clients’ spiritual and religious beliefs.
This will require not only noting the client’s religious affiliation (or lack thereof), but 
also exploring the relationship between the individual’s religious beliefs and 
practices and their overall functioning. Specific models for completing spiritual 
assessments have been suggested, such as that by Fitchett (1993), which may aid 
clinicians in this process. Importantly, recognising the complex relationship between
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the client’s religious beliefs and overall functioning will enable the clinician to be 
mindful of the ways in which this sense of religion might help or harm recovery. 
Particular difficulties in the assessment of religion may arise when delusions with 
religious content are considered to be present; how does one differentiate between 
religious beliefs and delusions? This question should be considered carefully by 
clinicians looking to explore religion and spirituality with their clients, and requires 
more extensive empirical investigation.
The need to discuss religion with clients may raise concerns of training and 
development needs within practitioners, who may themselves not be religious, or 
who may hold conflicting religious values. Although it may be easier for a religious 
practitioner to engage in such discussions, one could argue that an essential skill of 
any practitioner is to value their client’s world view, take their experiences seriously 
and respond with empathy. Thus any competent clinician should have the inherent 
skills to engage in religious discussions with their clients.
Research suggesting the presence of identifiable positive and negative religious 
coping strategies may give clinicians an avenue for incorporating religious strategies 
into therapy in an attempt to promote recovery. For example, if  a self-directing 
religious coping style is associated with increased distress and less positive 
psychosocial outcomes (Yangaber-Hicks, 2004), should one attempt to alter this 
strategy in a client in favour of a collaborative style which is associated with 
improved quality of life? With limited empirical evidence available, it would 
currently be inappropriate to act on such suggestions. It might also raise ethical 
questions regarding the appropriateness of challenging beliefs as fundamental as 
religion. However given the potential to improve client outcome, further research 
should look to elucidate the outcomes of specific religious coping strategies and 
gather evidence regarding the causal roles of such strategies. If findings confirm a 
clear positive role of religious strategies in client recovery, this may lead to 
encouraging therapeutic goals such as utilising prayer, attending religious services, 
and engaging in religious communities, which are currently considered positive 
coping strategies.
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Conclusion
It is clear from the literature, that religious coping is prevalent amongst clients 
experiencing psychosis, potentially more so than amongst other client groups or the 
general population (Tepper et. ah, 2001; Mohr et. ah, 2006). Further to this, we also 
see that religious coping is viewed by the majority of clients as being helpful and 
may be associated to better outcomes including lower symptomatology (Tepper et. 
ah, 2001), increased insight (Kirov et. ah, 1998), increased adherence to medication 
(Kirov et. ah, 1998; Borras et. ah, 2007), and reduced risk of suicide and substance 
abuse (Huguelet et. ah, 2007; Huguelet et. ah, 2009). However distinctions have 
begun to be drawn between positive and negative religious coping styles, which are 
thought to differentially impact on client outcome (Yangarber-Hicks, 2004; Mohr et. 
ah, 2006; Huguelet et. ah, 2007; Huguelet et. ah, 2009; Mohr et. ah, 2010).
Research in this area, particularly regarding the implications of different types of 
religious coping strategies on client outcome, is still scant, and the studies in 
existence have their limitations. However they highlight the need to routinely assess 
for religious coping strategies in clinical practice and question how this might be 
impacting on recovery. At this stage, research is too limited to suggest if  therapy 
should actively encourage or discourage religious coping strategies, but this would 
be an important focus for further research.
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The Problem Based Learning Task
Problem based learning (PEL) occurs in small groups, in which the students are 
provided with a scenario from which to define their own learning objectives and 
work as a group to achieve these (Wood, 2003). In this PEL task, the group was 
given the title ‘Relationship to Change’ and instructed to develop a presentation 
which would be delivered to the student cohort in six weeks time.
The following reflective account outlines my experience of this task, the group 
process, and makes links to clinical practice. The account is written in first person for 
easier reading and to aid description of my reflections.
The Group Process
Our group comprised of seven trainee clinical psychologists, including myself, and 
one staff member taking the role of facilitator. I was initially anxious about being 
placed in this group, as I had had little contact with the other trainees and felt 
uncertain as to how I would get on with them.
One of the first tasks was to identify individuals to act as Chair and Scribe for the 
sessions. A number of individuals offered to be Scribe and thus we agreed to rotate 
this each session. No-one, however, was quick to assume the role of Chair. I wonder 
if this is because, like me, other members of the group were feeling uncertain and 
anxious as to their place within the group. Ordinarily I am a confident individual and 
willing to take on responsibility. In this instance, however, I questioned how the 
group might perceive me if I offered to be Chair; would they think I was bossy and 
overbearing to take this role within the first session? When one of the group 
members offered to be Chair we were quick to agree. Through discussion we agreed 
it would be best to keep this Chair for the remainder of the task in order to offer 
continuity. On reflection, however, I wonder if  this instead was a subtle excuse, 
allowing the remaining group members to avoid the anxiety associated with being 
Chair. If so, maybe we should have rotated the Chair each session.
From the first group session we were quick to task and focused on developing a 
successful presentation. We all identified that the title ‘Relationship to Change’ was 
very abstract, and that the PEL task was a new way of learning and we were
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uncertain how to proceed. Together we adopted the spirit that we would learn as we 
went along. This began to reduce my anxiety as I felt that there was a shared 
consensus developing within the group, and that I was not the only one struggling 
with this task.
Our first step was to generate ideas regarding ‘Relationship to Change’. This 
included a discussion about our own life changes involved with getting a place on the 
Clinical PsychD course. I found this discussion particularly rewarding as it allowed 
me to get an insight into the lives of fellow group members and this allowed me to 
begin to relate to them in a new way, as a friend rather than simply a colleague.
The Presentation
Setting homework tasks collaboratively within the group, and providing feedback on 
these each session, led us to progress quickly with the PEL task. Ey the third session 
we had decided upon the title of our presentation, ‘Relationship to Change -  The 
Evolution of a Trainee Clinical Psychologist’. This presentation discussed how 
Ackerman’s Model of Transformational Change (Anderson & Ackerman Anderson, 
2001) may be applied to an individual, using our own experiences of change as 
Trainee Clinical Psychologist’s to illustrate this. This model was chosen as it sparked 
our interest and stimulated much discussion amongst the group. Additionally we 
explored how the process of individual change might be influenced by personal 
differences, such as coping strategies. Each group member was allocated a certain 
responsibility in the presentation, whether that be in regards to introducing the 
presentation, completing a role play, describing our critique of the model or 
providing the group’s reflections. These roles were assigned according to personal 
interest and choice.
The decision process appeared to occur easily, with no observable disagreement 
within the group as to the focus of the presentation or roles assigned. On reflection, I 
find it interesting that although my personal interest and focus for the topic lay 
elsewhere, I was quick to relinquish these interests in favour of the group consensus. 
I think this is a further example of how my insecurity about the group’s perceptions 
of me influenced my behaviour. It felt important to agree with the group in order to 
keep the task focused and running smoothly (a clear shared interest of the group).
45
and to prevent the group thinking me disagreeable. Additionally it felt more 
comfortable to use a model of change contributed by another group member, rather 
than have my own contributions scrutinised and potentially criticised by a group I 
was yet to feel entirely secure with.
Prior to the presentation, I noticed myself beginning to feel quite anxious. 
Interestingly, however, I did not feel anxious about my own role in the presentation 
as I felt confident in my preparations. Instead I was worried about how other group 
members would contribute to the task, and concerned that if  they performed badly 
during the presentation it would reflect negatively on me. I do not think this was a 
reflection of lack of trust in my fellow group members, as by this stage I was aware 
that they were all competent and hard working individuals and would no doubt 
perform well during the presentation. Instead I think it reflects my desire to be in 
control of a task and a need to have everything clearly organised; techniques which I 
often use to reduce my anxiety that things might go wrong in such situations. My 
anxiety subsided during our final rehearsal when it was clear that the presentation 
was organised and everyone clear and practiced in their roles.
The presentation itself appeared a success, with positive feedback ftom staff and 
students. One question addressed to us which I find of interest, related to whether 
those of us describing the model or detailing the critiques and reflections from the 
group, felt overshadowed by those completing the role play, which was interactive 
and humorous and thus potentially seen as more interesting. I had not considered that 
it might appear this way. I felt we had played to the strengths of our group, utilising 
the skills of those who felt confident to do a role play, whilst allowing other people 
to assume roles with which they felt comfortable. Certainly all members had 
contributed to the ideas present in the role play, and on reflection we identified that 
we all felt a shared sense of pride and achievement in its success. I felt this is a 
testament to how well we worked as a group; we all focused on the task, contributed 
to all aspects of its development, and supported each member in their role, allowing 
us to take shared responsibility and thus shared success for the task.
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Re-Evaluation of the Problem Based Learning Task
I felt very uncertain when starting the PEL task. I was required to work with new 
people, in a new place, on a new task that I had little understanding of, and be able to 
talk about my opinions and thoughts to people I knew little about and who I didn’t 
know how they would judge me. This sounds very similar to the position a client 
would find themselves in when they come to therapy for the first time. This makes 
me question what aspects of the process helped me to feel comfortable with the task, 
and thus what I might be able to bring to therapy to facilitate client engagement.
As noted in the section titled ‘Group Process’, I particularly valued discussions in 
which group members reflected on their personal experiences of change, as this 
allowed me to get to know a little about the individual. In turn I felt this allowed me 
to discuss some of my own experiences, and I felt able to relate to other group 
members. Previously I have shied away from using self-disclosure in therapy. This 
has been influenced in part by the traditional view that therapist self-disclosure 
should be discouraged, and also in part to my own belief that my experiences are not 
relevant to the client’s situation, given each individual’s experiences are unique. 
However I now question whether self-disclosure might be important in developing 
the therapeutic relationship and fostering a safe and secure place for the client to 
discuss their difficulties. There is no clear consensus in the literature as to whether 
self-disclosure should be avoided or advocated (for an overview of this topic see 
Dixon et ah, 2001), and I remain undecided as to my view. I am certainly inclined to 
consider its use in my current placement in an Assertive Outreach Team, given the 
emphasis on engagement for clients with psychosis (Morrison, Renton, Dunn, 
Williams, & Eentail, 2004). Thus, I feel this is something that will warrant further 
discussion with my supervisor. Certainly research suggests that the dilemma 
surrounding self-disclosure is common to clinical psychology trainees and is often a 
skill which requires support in mastering (Eottrill, Pistrang, Earker & Worrell, 
2010).
On reflection, the speed with which we came to task may have negatively affected 
the group dynamics. Through group reflection since the task, it has become clear that 
each group member was anxious about their role within the task and how their 
contributions might be judged. I question if we had spent more time getting to know
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each other before applying ourselves to the task, we might have felt more able to 
contribute our opinions. Relating this to clinical practice, I am now mindful of the 
importance of introductions to therapy and the speed with which I move through 
sessions. In my current clinical placement on an Assertive Outreach Team, I have 
become aware that time must be taken to adequately socialise the client to therapy 
and build trust and rapport. If I didn’t do this and instead brought the client quickly 
to task, such as we did during the PEL task, I question if the client might feel similar 
anxiety to that which we felt when required to make contributions to the group 
before feeling entirely comfortable. Certainly this made me less inclined to voice my 
opinions, and I would assume a similar effect might occur for our clients during 
therapy.
Final Reflections
Initially, I had little understanding of the purpose of the PEL task, and saw little 
relevance to clinical practice. I have been surprised, however, to find it a thought 
provoking exercise and feel I have learnt about myself as both an individual and as a 
professional.
I have been interested to identify the strength of my concern regarding people 
judging me negatively. Although I would describe myself as a confident individual, I 
avoided offering to be Chair and was quick to relinquish my interests for the 
presentation in favour of the group consensus. I did not want to be seen as 
overbearing or pushy, or have my input judged critically. On reflection, similar 
concerns may arise during my clinical practice. On placement where I am known to 
be a first year trainee, I can hold back for fear of saying the wrong thing and thus 
being judged as incompetent. Additionally, with clients I can become preoccupied 
with ensuring I say exactly the right thing, an impossible task when this will be 
different for each individual. This is something I clearly need to attend to. One way 
in which I might begin to do this is by contributing more during clinical meetings, 
which will expose me to the judgement of others and thus in time reduce feelings of 
anxiety.
On reflection, I have noticed a number of factors which I felt facilitated the success 
of the PEL task including setting ground rules and expectations, formalising
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homework, providing feedback each session, and reflecting on how we found each 
session. Interestingly, these appear to model the proposed structure of Cognitive 
Behaviour Therapy (GET) sessions (Roth & Pilling, 2007). On placement I primarily 
work according to a GET framework and although I attempt to stick to this structure 
I often find it difficult. First hand experience of the benefit of such structure now 
makes me mindful that this is a skill to attend to and develop over the course of 
training.
This PEL task has been a unique way to learn. It has given me the time and 
opportunity to reflect on my beliefs and characteristics which influence my personal 
and professional roles, and consider relevance to clinical practice. I look forward to 
further PEL tasks.
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The Original ‘Problem’
This problem based learning (PEL) task was completed within our personal and 
professional learning and development group (PPLDG). We were provided with a 
clinical scenario to discuss and consider how we might proceed if  faced with such a 
case within clinical practice. The scenario centred on the Stride family who were 
undergoing court proceedings due to child protection concerns. Questions were 
raised about possible diagnoses of learning difficulties, previous lack of engagement 
with services, communication difficulties, mental health concerns, domestic abuse, 
child abuse and poverty.
As a PEL task we were required to define our own learning objectives and work as a 
group to achieve these (Wood, 2003). The following reflective account outlines my 
experience of this task and the group process, and makes links to clinical practice. 
The account is written in the first person for easier reading and to aid description of 
my reflections.
The Group Process
This was the second PEL task we have completed within our PPLDG. Interestingly 
our approach to the task was very different compared to previously. During the first 
PEL exercise our group had been organised and quick to start the task, allocating 
roles such as chair and scribe and setting individuals homework tasks. We appeared 
anxious to complete the task thoroughly and do a ‘good job’, which on reflection led 
the group to doing more work than might have been necessary. In comparison, our 
approach to this task appeared much more pragmatic. We neglected to allocate a 
scribe or chair, and as a group quickly decided on the focus of the exercise, rather 
than thoroughly researching the topic first to generate ideas as we had done 
previously. Although we all engaged with the task and did what was requested of us, 
we certainly did less work than previously. A number of factors might have 
contributed to this shift in group process and dynamics.
Most noticeably, the tasks have been completed at very different stages of our 
training as Clinical Psychologists. The initial PEL task was completed within our 
first weeks on the course and was the first time we had worked with other members
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of our PPLDG. Anxieties were high and subsequent reflections have identified that 
we all felt the need to prove ourselves ‘worthy’ of being on the course and worried 
about how members of the group saw us. In comparison, a year down the line, we 
were more familiar with group members, the structure of a PEL task, the 
requirements of the course, and our role as Trainee Clinical Psychologists. I suggest 
that this led us to feel less pressured to prove ourselves, and instead adopt an attitude 
of doing a ‘good enough’ job.
Interestingly, this shift fits the stages of group development proposed by Lacoursiere 
(1974). He identified that the initial ‘Orientation’ stage of group development is 
characterised by fear and anxieties and fairly strong positive expectations. This 
moves towards a stage of ‘Dissatisfaction’ characterised by an increasing sense of 
frustration, depression and anger, before a stage of ‘Production’ demonstrated by a 
more realistic appraisal of what could be accomplished (as cited in Tuckman & 
Jensen, 1977). Certainly during this PEL task there was a much higher sense of 
dissatisfaction with the task than previously and we appeared more concerned with 
getting the job done adequately rather than exceptionally. I also think we had a more 
‘realistic appraisal of what could be accomplished’ and therefore suggest the group 
was fluctuating between Lacoursiere’s proposed stages of ‘Dissatisfaction’ and 
‘Production’. Lacoursiere (1974) proposes a final ‘Termination’ stage to this model 
concerned with some sadness and self-evaluation. It will be interesting to see if  our 
PPLDG meets this stage in due course.
I think this shift was also influenced by the increasing demands of the training course 
at this time. This second PEL task came at a time when we all felt under increasing 
pressure to complete other tasks. Therefore we all had limited time to meet and were 
very pragmatic in allocating time slots to the PEL task that fitted with other 
commitments. One group member commented that we just “need to do what needs to 
be done”, rather than focus on doing an exceptional job. On a positive note, I think 
this was important for us to acknowledge, as this prioritisation of tasks provided a 
method of stress management and allowed us to look after our own wellbeing, an 
important skill to acquire as a Clinical Psychologist. It did, however, reduce our 
engagement with the task and limit subsequent learning. During our reflections, we 
noted that we had each learnt a substantial amount about the small area we were to
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talk about in the presentation, but this had not been shared with the group due to time 
constraints leading to a rather patchy understanding of the overall topic area.
The Presentation
To present our PEL task to the audience, we deliberately agreed to not use a 
PowerPoint presentation and instead rely purely on role play. We presented a scene 
from the court proceedings, with different members of the group taking different 
professional roles to allow the presentation of alternative view points and 
information. Our decision to not use PowerPoint was prompted by reflections from 
our previous PEL task that we were very task orientated, structured and organised. 
We thought that not having a PowerPoint to structure our presentation might allow us 
to speak more freely, generate more ideas and allow us to demonstrate the many 
voices and discussions that this complex scenario presented us with. I also think it 
provided a more interesting and engaging presentation for the audience.
The presentation itself went very smoothly, and we received good feedback from 
peers and the academic team. This was despite a member of our group being ill on 
the day of the presentation, requiring myself to take on the extra role at the last 
minute. It was interesting that despite all group members working somewhat 
independently on their section of the role-play during preparation, it caused little 
disruption that a member was missing, indicating that we were also working solidly 
as a team. I certainly think that this was testament to the increasing cohesion within 
our team that has developed over the last year. On writing this, I find it interesting 
that I have selected the word ‘team’ in the previous description, rather than the word 
‘group’ which might be more fitting. I think this is reflective of my view that during 
this task we did work as a team, rather than as individual members of a group as we 
did on the last PEL task.
I was surprised that I had little anxiety about completing the presentation. In our 
previous PEL task, I had been noticeably anxious prior to the presentation, as had 
other group members. I think this reduction in anxiety again reflects our increased 
confidence in the group and in our own abilities. Even with a group member absent 
on the day of the presentation, I did not question that their preparation and notes 
would be sufficient to complete the task adequately. This is a significant personal
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development, as I am aware that I often strive to be in control of a task and require 
things to be organised in order to reduce my own anxiety that “things will go wrong 
and I will be seen badly (as incompetent, for example)”. Therefore, it was a good 
learning experience for me that I was required to fill this group member’s role, 
providing an opportunity for me to learn that I don’t have to do things perfectly to 
prove my competence.
Re-Evaluation of the Problem Based Learning Task
One of the most apparent issues I noticed when completing this task, was simply how 
complicated the scenario was. The case itself was complex with many different 
factors to remain aware of and take in to account, but there were also many different 
professionals involved and many different proceedings happening. As a Trainee 
Clinical Psychologist I am in the privileged position of being well educated and 
being part of the systems in which these proceedings would take place. Both my 
cognitive abilities and financial situation allow me to seek further information should 
I need it, such as via the internet or through speaking with colleges and peers. I am 
also removed from the emotional elements of this scenario (in the sense that it is not 
my children that might be taken away from me). Therefore, I question how 
confusing, alienating, demanding and distressing it must be for clients in this 
position, and how easy it is for their voice to be lost in the proceedings.
I question if even during this task we became guilty of losing the voice of the client. 
It is interesting that we did not allocate a group member to role play the client, 
instead only representing the professionals involved with the case. This was a 
conscious decision (at least in part) when allocating roles, as we wanted to explore 
the professional issues that might arise were we working with the case. We remained 
mindful of the client during our discussions but on reflection think the voice of the 
client was not clearly present. We questioned if this might be reflective of real-life, 
where the client’s voice might be lost amongst those of the professionals and systems 
around them. Indeed, since this task, I have been working in a community team for 
people with Learning Disabilities, and have seen this occur. The client is often 
immersed in an extensive network of different professionals, which becomes 
confusing even to me. Furthermore, I find that I often communicate with the client’s
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carer or support workers to arrange appointments or to discuss information, rather 
than directly with the client. Where possible I make active attempts to speak directly 
with the client, but this can be difficult within the systems they are immersed in. 
Additionally, on a practical note it is often helpful to the client to ensure their 
network is aware of the work we are doing in order to support them. Therefore, this 
PEL task and my subsequent clinical practice has highlighted the need for an 
integrated and flexible approach, in which the voice of the client is not lost but 
instead supported to be heard. Practical methods to do this may include modifying 
communication styles for the client, breaking down information in to understandable 
chunks, speaking directly with the client on repeated occasions as necessary, and 
presenting oneself as an approachable individual to whom questions can be asked.
The timing of this PEL highlighted the impact of multiple demands on quality of 
work. On a personal note, I definitely felt that I had only a limited amount of energy 
I could give to this task given professional and personal demands at this time. This 
influenced my motivation and engagement with the task and subsequent learning. 
This has been an important experience to recognise as I am aware that working as a 
Clinical Psychologist within the NHS is often highly pressured with many conflicting 
demands. One element within our group which helped us manage stress within the 
task, was prioritisation of the task and acceptance of doing a ‘good enough’ job. I 
note within my own clinical work that I am good at prioritising my commitments, but 
can struggle with the concept of doing a ‘good enough’ job and am prone to the 
belief that “I should be doing more for my clients” because otherwise “I am failing 
them”. These beliefs continue to be explored in supervision, and it will be important 
for me to remain mindful of them in order to ensure my own wellbeing within 
clinical practice.
Final Reflections
If I were to base the success of this PEL task only on how much I leamt about the 
clinical scenario we were given and how I might approach such a case within clinical 
practice, regrettably I would say this task was not a success. I walk away from the 
scenario still unclear how we would manage it. In part, this may reflect our group’s 
approach to the task. Our pragmatic approach, in which we each focused on a single
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section of the case, limited the opportunity for us to learn about many different topic 
areas, and the time constraints and demands we were under limited our engagement 
with, and opportunity to learn from the task. Yet I think this confusion about how to 
proceed with this scenario is more largely due to its complex nature which reflects 
the reality of clinical work.
Importantly, the success of the task is not what I have learned about the scenario 
itself but our learning around the process and its application to personal and 
professional development. On this note I can say it has been a success. I have been 
able to experience a little of the confusion and stress that a client may undergo in 
such a scenario, which will enable me to be more empathie and understanding in my 
clinical work. The task has demonstrated the growth of confidence and cohesion 
within our PPLDG, and has challenged some of my internal beliefs about doing work 
‘good enough’ and relinquishing control of a task. It has also been important to 
recognise the need to maintain our own wellbeing which is essential if  we are going 
to work effectively as Clinical Psychologists.
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Personal and Professional Learning and Development Group Process Account
Summary 1 
September 2011 
Year 2
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Summary
Personal and Professional Learning Development Groups (PPLDGs) are used on 
Clinical Psychology training courses to provide trainee’s with an opportunity to 
reflect on clinical practice, and personal and professional development. This account 
considers my experience of partaking in a PPLDG.
The development of the group is discussed. This includes the advantages and 
disadvantages of being a ‘task-orientated’ group, and the role of emotional 
engagement within the PPLDG. The account then moves on to look at my own role 
and development within the group. It considers how behaviours I adopt to reduce my 
anxiety might be counterproductive when relating to others, and how they might 
impact on my clinical practice with staff and clients.
Further implications for clinical practice are considered. This includes the 
importance of what is left unsaid in therapy and how we might address this with our 
clients. Having thought about the expression of emotion within the PPLDG, I 
consider emotion within the workplace and the role Clinical Psychologists might 
play in enhancing work based performance and employee wellbeing.
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Personal and Professional Learning and Development Group Process Account
Summary 2 
July 2012 
Year 2
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Summary
This account reflects on my^ participation within a Personal and Professional 
Learning Development Group (PPLDG). It is written as I approach the end of my 
second year of training as a Clinical Psychologist and builds on ideas considered 
within my PPLDG reflective account presented at the end of the first year of training.
The development of the group is discussed. This identifies the difficulties we had in 
developing a safe and cohesive group, and the impact this had on the success of the 
group. It considers factors which may have influenced this including practical 
features and intragroup dynamics, and considers the presence and function of silence 
within the group. I consider my own role and development within the group, 
reflecting on how my lack of engagement and enthusiasm for the group may have 
been influenced by and may have influenced the group dynamics.
Implications for clinical practice are discussed. This includes understanding silence 
within therapy and managing difficult team dynamics in the workplace. It considers 
the presence of reflective practice groups within clinical work and the role Clinical 
Psychologists may take in supporting the effective development of such groups.
 ^This account is written in first person for easier reading and to aid description of my 
reflections.
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II. CLINICAL DOSSIER
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Overview o f Clinical Placements during Clinical Training
October 2010 -  September 2013
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Year 1, October 2010 -  September 2011, Adult Mental Health
Assertive Outreach Team & Continuing Needs Service. Clinical work 
included psychological assessment, neuropsychological assessment, formulation and 
intervention for adults with complex and enduring mental health needs within a 
recovery orientated framework. Work was within a multi-disciplinary team and 
completed in a range of settings including community outpatient settings, inpatient 
rehabilitative wards, inpatient secure wards and client’s homes. The primary 
therapeutic model was Cognitive Behaviour Therapy (CBT).
Clients had complex mental health difficulties and ongoing difficulties regarding 
engagement in services. Therefore a key aspect of the role was to build therapeutic 
rapport and focus on establishing a good alliance with the client to engage them in 
therapy. This role was important in consolidating my CBT skills and extending these 
to a client group with complex mental health difficulties.
Service redesign meant I also worked with the newly developing CMHRS. This 
provided experience of service change and working with a variety of clients needs 
across the spectrum of severity.
I completed a service related research project exploring the CBT competencies and 
training needs amongst practitioner psychologists in the delivery of services for 
psychosis. This raised my awareness of treatment guidelines and their application to 
service contexts, and allowed me to contribute to service development.
Year 2, September 2011 -  April 2012, Learning Disabilities
Community Team for People with Learning Disabilities. Clinical work 
included psychological assessment, formulation and interventions with clients from 
across the spectrum of learning disabilities including individuals with severe and 
profound learning disabilities across the lifespan. The main theoretical model used 
was Systemic Theory, and subsidiary models included CBT.
I was an active part of the reflective team for a monthly Family Therapy Group. I 
also ran an eight week Positive Psychology Group with another trainee clinical 
psychologist. I completed a number of neuropsychometric assessments for clients
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with varying levels of intellectual ability and assessments for clients presenting with 
behaviour seen as challenging.
This placement was important in refining my communication skills and ability to 
adapt my style and manner to suit the needs of the clients. I extended my 
understanding of Systemic Therapy, including becoming a confident member of a 
reflective team, and became proficient at multidisciplinary team working.
Year 2, April 2012 -  September 2012, Older Adult Mental Health
Older Persons Community Mental Health Team. This placement used an 
integrated approach, supported by psychodynamic thinking. Psychological 
assessment and formulation informed individual clinical work and was used within 
the wider MDT to inform understanding of client need and increase psychological 
thinking within the team.
I completed neuropsychological assessments for adults who were suspected of 
having organic impairments of the brain, such as dementia, or those who were 
concerned of changes in their cognitive functioning. I ran an open therapeutic group 
on a secure inpatient ward for adults and older adults with mental health difficulties. 
This developed an understanding of group dynamics and the application of 
psychodynamic thinking to the group context. This placement was important in 
establishing an understanding of how mental health needs present at different stages 
of the lifespan, and the influence of biological and psychosocial factors.
Year 3, September 2012 -  April 2013, Specialist Placement
Neuropsychology. This specialist placement was in a neuro-rehabilitation 
service for adults with acquired brain injuries (such as stroke, hypoxic injuries and 
head injuries) and complex neurological illness (such as multiple sclerosis and 
epilepsy), providing inpatient care and outpatient support and rehabilitation. One day 
per week was spent with the community neuropsychological assessment service 
which received referrals for clients suspected of having organic impairments of the 
brain (such as mild traumatic brain injury and dementia). This provided experience 
of complex neuropsychological assessment, formulation, intervention and treatment
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recommendations for clients with a range of cognitive impairments, from mild and 
transient difficulties to severe and enduring difficulties and experience of providing 
diagnostic interpretations. I was required to work as a member of the MDT and 
provide a neuropsychological perspective to client care.
Weekly supervision was provided by a Consultant Clinical Neuropsychologist. This 
emphasised the link between cognitive abilities and underlying brain structure and 
function, and an appreciation of the neuropsychometric properties and complexities 
of neuropsychological testing. The placement was important in establishing sound 
competencies in the delivery of a wide range of neuropsychometric assessments and 
the adaptation of clinical work based on the cognitive and sensory needs of the client.
Year 3, April 2013 -  September 2013, Child Mental Health
CAMHS Community Team. This was within an integrated health and social 
care team. Therapeutic work was principally Cognitive Behavioural in focus, and 
supported by systemic thinking. Models such as narrative therapy and acceptance 
and commitment therapy were also utilised during individual client work.
I completed neuropsychological assessments for young people using a range of 
psychometric assessment tools, and participated in the diagnostic clinic for Autistic 
Spectrum Disorder. This required me taking detailed developmental histories from 
families and collaborating with the leading practitioner to support diagnosis.
As a third year trainee clinical psychologist I was in the position to utilise my skills 
in psychological assessment and formulation to provide consultation to the MDT and 
raise psychological thinking and understanding within the team. I also provided 
supervision to a trainee GP regarding Cognitive Behavioural interventions for clients 
with whom she was working.
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III. RESEARCH DOSSIER
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Identification o f the competencies and training needs amongst psychologists in the 
delivery o f specialist psychological services for people with psychosis, following 
major redesign o f mental health services
Service Related Research Project 
July 2011 
Year 1
Statement of Anonvmitv: Any details enabling identification of the service or individuals 
have been removed to ensure anonymity.
Acknowledgements : Thanks go to my Field Supervisor and University Supervisor for their
contributions to this research.
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Abstract 
Objective
Redesign of mental health services in Surrey and Borders Partnership NHS Trust 
requires psychologists to work with clients with psychosis, in addition their usual 
work. This research aimed to identify psychologists’ perceived competence in 
completing Cognitive Behaviour Therapy for psychosis (CBTp), fulfilling service 
level competences such as indirect clinical work, and perceived training needs with 
this client group. Findings were used to provide recommendations for training.
Design
A self-report questionnaire collected ratings of perceived competence in skill based, 
attitude based, and service level competences, and details of perceived training 
needs. Quantitative data were analysed using descriptive statistics, and qualitative 
data analysed using Braun and Clarke's model of Thematic Analysis (2006).
Participants
Qualified counselling and clinical psychologists to be affected by the service 
redesign were provided with a questionnaire. 12 questionnaires were distributed and 
10 returned.
Results
Psychologists perceived themselves to be competent in working with clients with 
psychosis, but marginally less competent in skill based competences. Thematic 
analysis identified three major themes: attitude to training; perceived training needs, 
and format of training.
Conclusions/Implication
Perceived competence in working with clients with psychosis was high, but 
psychologists held a positive attitude towards further training. Areas recommended 
for training centre around theory and the evidence base, skills based training, and 
consultancy. Training is suggested to be part of continuous professional development
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and offered by way of formal training days, skills based workshops, and supervision. 
Limitations for this research are discussed.
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Title
Identification of the competencies and training needs amongst psychologists in the 
delivery of specialist psychological services for people with psychosis, following 
major redesign of local service.
Introduction
Surrey and Borders Partnership (SABP) NHS is redesigning the provision of mental 
health services. Rehabilitation and Recovery Teams (R&R), which provide dedicated 
rehabilitation services for people with long term psychosis and enduring mental 
health difficulties, are to be integrated within primary care services to form 
Community Mental Health and Recovery Services (CMHRS). This will result in a 
shift in the client group seen within primary care mental health services. 
Psychologists within these services will be required to work within a different 
framework and with clients with severe and enduring psychological needs arising 
from psychosis, in addition to their usual work.
National clinical guidance recommends that Cognitive Behaviour Therapy (CBT) is 
an effective treatment for psychosis and should be offered to all clients with 
psychosis (National Institute for Clinical Excellence, 2009). Studies indicate that, 
compared with standard care, CBT for psychosis (CBTp) is effective in reducing 
rehospitalisation rates and duration of admission, along with redueing symptom 
severity (Jones, Cormac, Silveira da MotaNeto, & Campbell, 2004; National 
Collaborating Centre for Mental Health, 2010). Psychologists working within the 
newly formed CMHRS will be expected to deliver CBTp.
Psychologists within primary care routinely complete CBT for anxiety disorders and 
depression. Literature suggests, however, that CBTp may require additional therapist 
competencies (Morrison & Barratt, 2010) and that training in general CBT does not 
necessarily produce therapists proficient in CBTp (National Collaborating Centre for 
Mental Health, 2010). National clinical guidance recommends that staff should have 
an appropriate level of competence in delivering psychological interventions for 
psychosis, and Trusts should provide training to meet this standard. No 
recommendations are made, however, on the specific training requirements or
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competencies required to deliver effective CBTp (National Collaborating Centre for 
Mental Health, 2010). Following this guidance, psychologists due to work in the 
newly formed CMHRS should be trained in CBTp. To develop a training agenda 
appropriate to psychologists’ needs, current competence in working with clients with 
psychosis and training needs should be identified.
The role of a Clinical Psychologist is not limited to direct clinical work; it also 
includes indirect clinical work, working with the whole team, training and 
supervision, research and evaluation, and service development (Gelsthorpe, 2002). 
The emphasis placed on each of these roles will vary as a function of the service the 
psychologist works within. Within a R&R team. Clinical Psychologists may take a 
key role in team formulations of clients’ difficulties which is crucial for clients who 
have long-standing and complex needs. Psychologists’ within the newly formed 
CMHRS may be expected to fulfil roles to which they are not accustomed. Again, to 
develop an effective training agenda current competence in meeting service level 
competences relevant to working with clients with psyehosis and training needs 
should be identified.
Aims and Research Question
This research aims to identify local psychologists’ perceived competence in working 
with clients with psychosis, in reference to their competence in CBTp and in 
fulfilling service level competencies, and to identify perceived training needs. 
Findings will be used to make recommendations for a training agenda.
Two research questions were proposed:
R1 : How eompetent do local psychologists perceive themselves to be in meeting
CBT and service level competences specific to clients with psyehosis?
R2: What perceived training needs do local psychologists have in regards to
working with clients with psychosis?
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Methods/Procedures 
Design
A self-report questionnaire (Appendix A) collected quantitative and qualitative data 
regarding perceived competence and training needs. Quantitative data were analysed 
using descriptive statistics. Qualitative data were analysed using Braun and Clarke's 
model of Thematic Analysis (2006) which enabled the organisation and description 
of the data set, and the identifieation and reporting of items of interest (themes) 
related to the research questions.
Measures
Background research identified no measures or tools to identify perceived 
competence or needs analysis for CBTp. A questionnaire was designed to capture the 
relevant data (Appendix A).
Part one of the questionnaire captured data relevant to research question one (Rl) 
and aimed to identify how competent psychologists perceive themselves to be in 
meeting CBT and service level competences for psychosis. Competencies in CBTp 
were identified from a recent Delphi study by Morrison & Barratt (2010) which 
identified essential features of CBTp. Serviee level competencies were identified 
from a selection of papers on the role of psychologists within services for people 
with severe and enduring mental health illnesses (Gelsthorpe, 2002; Conning, 1991; 
Cooper, Gendle, Mould, & Ackroyd, 2008). The final questionnaire comprised 28 
items which related to skills for CBTp, attitudes towards psychosis, and service level 
competencies. Items were re-worded to form statements with which participants 
could rate their agreement using a Likert Scale, providing an indication of 
competence.
A pilot questionnaire was completed by two independent psychologists to ensure 
good face validity and feedback was used to modify statements. A four point Likert 
Scale was chosen to prevent partieipants selecting neutral ratings and to reduce 
central tendency bias, and some items were reversed to reduce acquiescence bias.
Part two of the questionnaire related to research question 2 (R2), and asked 
psychologists to record their perceived training needs.
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Participants
The questionnaire was administered to qualified Clinical and Counselling 
Psychologists to be affected by the service redesign. This totalled 12 psychologists, 
who were largely part-time, ranging in pay Bands from Band 7 to Band 8c, and 
ranging in experience from little to extensive.
Procedure
An anonymous, paper based questionnaire (Appendix A) was posted to each 
participant, along with a covering letter (Appendix B) and information sheet 
(Appendix C). A pre-addressed envelope for returning the questionnaire was 
ineluded to increase anonymity and reduce potential desirability bias.
Consent was assumed by the completion of the questionnaire; this was explained on 
the questionnaire. A consent form was not provided due to the characteristics of the 
participant group and the nature of the research. It was assumed that as psychologists 
this participant group were aware of research procedures, and the content of the 
research was not considered to cause distress or affect wellbeing. Service redesign 
caused inseeurity in job roles and required many of the psychologists involved in this 
study to re-interview for jobs. To reduce impact on staff, the research process aimed 
to be sensitive and not overly arduous in workload or expectations. Information on 
confidentiality and data proteetion was included on the information sheet (Appendix 
C).
Results were fed back to the new Lead Consultant Clinical Psychologist for 
psychosis, and the CBT Advisor for the Trust by way of a written research report, 
offering recommendations for a training agenda (see Appendix E).
Analysis
Questionnaires were received, and data analysed, from 10 of the 12 participants. No 
response was received from the remaining two psychologists.
Data obtained from the Likert scales were analysed using the median and mode to 
provide a measure of central tendency relevant to R l. Likert scales fall within the 
ordinal level of measurement, but there is debate regarding the potential to consider
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Likert scales as providing interval data (for a discussion see Carifio & Perla, 2008; 
Jamieson, 2004). Therefore the median was calculated to provide a further 
deseription of the data. The mode, median and mean were calculated for each 
individual competency, as well as for each set of competencies (skill based 
competencies, service level competencies and attitude based competencies). No 
further statistics were calculated for the data, as these were not considered to offer 
meaningful information relevant to answering the research questions.
Braun and Clarke’s mode of Thematic Analysis (2006) was used to analyse the 
qualitative data. An ‘inductive’ approach was used to generate themes, which 
permitted themes to emerge from the data rather than restricted by theoretical 
concepts and assumptions.
Results 
Descriptive statistics
Participants rated themselves competent across all items. The mode and median for 
each set of competencies was 4 (4 represents the category of ‘Agree’ on the Likert 
scales, indicating perceived competence in their ability). The lowest mean across the 
sets of competencies was 3.41 for skill-based competencies, indicating that 
participants perceived themselves as competent, but potentially less so in using 
specific therapeutic skills for clients with psychosis. See Table 1 for mode, median 
and mean values.
Table 1
Mode, median and mean values for each set o f competences.
Skill-based
competences
Service-related
competences
Attitude
competences
Mode 4 4 4
Median 4 4 4
Mean 3.41 3.65 3.74
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Figures 1, 2, and 3 show the mode, median and mean responses for each 
competency. The competences can be found in appendix A. Overall ratings of 
competence were high with no mode or median score below 3, and the lowest mean 
score being 2.9 (item 4; “I find it hard to explore and debate a client’s beliefs about 
the power and knowledge held by command hallucinations). Mean scores were lower 
for items 2 (m=3.1) and 19 (m=3,3) which both referred to the use of self-disclosure 
in therapy, items 4 (m=2.9) and 7 (m=3.2) which both referred to direct work with 
hallucinations, and items 10 (m=3.2) and 14 (m=3.2) which both referred to using the 
evidence base to inform treatment. The mean score was slightly lower for one 
attitude related competency; item 17, “Most symptoms of psychosis are quite 
common in the general population” (m=3.2).
Figure 1
Bar graph representing the mode for each competency.
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Figure 2
Bar graph representing the median for each competency
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Figure 3
Bar graph representing the mean for each competency.
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Thematic Analysis
Three major themes were identified: attitude to training, perceived training needs, 
and format of training.
Attitude to training. Partieipants held a positive attitude towards training, 
reporting that it would be useful and that it would have a beneficial impact on their 
clinical work. No participant reported a negative attitude towards training or that it 
was not something they needed or wanted.
“I feel training in CBT for psychosis would be very helpful..”
“ ...more training and thinking about this [negative symptoms of
psychosis] would be helpful”
Perceived training needs. There was a sense that training was required in a 
number of different areas:
L The evidence base. Participants identified a need to learn the evidence base 
for therapeutic interventions for psychosis. This included a grounding or baekground 
knowledge of the theories and different models that might be applicable to this client 
group.
//. Skills. Gaining specific therapeutic skills for working with clients with 
psychosis was considered valuable. This included further training in CBTp, including 
formulation and application, and in Family Work. No other therapeutic modalities 
were mentioned. Learning ‘practical’ skills and considering how therapy might be 
adapted for this client group appeared highly valued. This included:
“Working with negative symptoms of psychosis”
“Creative ways to help engage reluctant clients”
“How to work with and involve [a] clients support network”.
in. Consultation. Participants identified broader service-related training 
needs. Ways of using consultation and ‘consultation models’ would be useful, along 
with working within a team, and setting up successful ease discussions.
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“...Opportunities to think about experiences people have had setting 
up ‘complex case discussions’ or meetings [and] how to make this 
successful.”
Format of training. There were different suggestions about how training 
might be presented. These training formats were mentioned alongside each other, 
with no one method appearing favoured.
/. Formal training. Some clinicians valued formal training opportunities, 
with a sense that formal training days or workshops would improve their knowledge 
base and skill level.
“Although I feel I have some skills in this area, [it] is purely through 
experience and formal training would help”
“Perhaps some training days would be good where the 
developments in psychosis (evidence based interventions) could be 
presented”
ii. Experiential^ *on the job% training. Participants also valued experiential 
learning, with mention of “on the floor expertise”, “specialist supervision” and 
opportunities to learn from each other.
“Perhaps a group supervision for clinicians working with psychosis 
would be beneficial as clinicians could share experiences and 
knowledge”
Hi. Continued training. Participants alluded to the need for continued 
training. There was mention of ‘developments’ in therapy and treatment in psychosis 
and a sense that this would need to be kept up to date.
“I feel my knowledge of the evidence-base and therapeutic 
approaches to psychosis is somewhat ‘rusty’, would appreciate 
refresher training”
Discussion
This research contributes to our understanding of the eompetences held by local 
psychologists in regards to working with clients with psychosis. It allows a number
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of recommendations to be made which might inform the development of a training 
agenda tailored to the needs of this staff group.
Recommendations
Psychologists perceived themselves as fairly competent across all competences when 
working with clients with psychosis. Therefore training may require only a brief 
introduction to psychosis and focus primarily on developing competences already 
possessed by staff. Training should provide grounding in the theory and evidenee 
base for CBTp and develop spécifié therapeutic skills, including formulation and 
application of CBTp. In particular training is recommended in skills related to the 
use of self-disclosure in therapy, work with hallucinations and using the evidence 
base to inform treatment. Training in service level competences including the role of 
consultation and skills around acting as a consultant to other staff members would be 
valuable. No training needs relevant to attitude specific competences were identified.
Clinicians identified training needs in family work for psychosis. NICE guidance 
recommends that family intervention should be offered to all families of people with 
schizophrenia (National Institute for Clinical Excellence, 2009), and therefore 
training in this area is valuable. The evaluation of training needs in family work were 
outside the scope of this researeh. Further research might look at perceived 
competence in family intervention to inform training.
Training should be provided through a variety of media, including formal training 
and experiential ‘on the job’ training. This training should be sustained and 
continuous to match developments in the area. It would likely be valuable to 
integrate training as continued professional development, which might include 
regular training sessions, aeeess to supervision with clinieians experienced in 
working with psychosis, and forums or opportunities for clinicians to discuss their 
experiences and learn from each other.
This recommendation is supported by evidence suggesting that training is most 
effective when using a variety of learning methods, with different learning methods 
differentially effective in enhancing different types of knowledge and skills (Bennett- 
Levy, 2006; Bennett-Levy, McManus, Westling, & Fennell, 2009). In acquiring CBT 
skills, it is indicated that didactic methods such as lectures are most useful in the 
acquisition of declarative knowledge, whilst modelling and enactive learning
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strategies such as self-experiential work are most effective in enhancing procedural 
skills (Bennett-Levy et. al., 2009). Training in CBTp might use formal training such 
as lectures to enhanee intellectual understanding of the evidence base and theory, but 
use enactive learning strategies, modelling and reflective practice to enhance 
practical and interpersonal therapy skills such as working with hallucinations and 
using self-disclosure.
Limitations and future research
The psychologists questioned ranged in experience, and it is apparent in the raw data 
(Appendix D) that some psychologists consistently rated their perceived competence 
as lower than others. Therefore a ‘one size fits alT training agenda will not be 
achievable. It is important that training acknowledge this variance in experience and 
utilise the skills of more competent staff to help train others.
The service was undergoing re-design and clinieians were in the process of being 
interviewed and allocated to new job roles. Clinieians may have been particularly 
sensitive to presenting themselves as competent, leading to higher ratings of 
competency. Steps were taken to reduce this potential bias (clinicians were advised 
that responses had no bearing on job role; individual responses were not available to 
management; questionnaires were delayed in being administered to wait for the 
completion of interviews) but it would be reasonable to assume that this emotive 
elimate may have had some bearing on the findings.
The findings are reliant on self-report rather than actual measures of therapist 
competence, and this raises the question of reliability and validity. Research has 
indicated that self-assessment does not correlate with other measures of competence 
and suggests that self-report may provide a measure of confidence rather than 
competence (Mathieson, Bamfield, & Beaumont, 2010). Further evidence suggests 
therapists may over-rate their competence in delivering CBT (Brosan, Reynolds, & 
Moore, 2008). Future research might use standardised tools to assess competence for 
delivering CBTp, such as the Cognitive Therapy Scale for Psychosis which is 
demonstrated to have good validity and inter-rater reliability (Haddock et. al., 2001).
The use of a four point Likert scale may limit the reliability of the findings. A 
balanced four point scale was chosen to prevent a neutral response, with evidence 
that the removal of a mid-point can minimise social desirability bias (Garland, 1991).
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There is evidence, however, that the removal of a mid-point can produce distortions, 
pushing results to the extremes of the scale based upon the content and eontext of 
topic (Worcester & Bums, 1975; Garland, 1991). There is debate about how many 
points a Likert scale should consist of (for a review see Cohen, Manion& Morrison, 
2000). A four point scale may not offer enough choice to detect variance in 
participant responses and may produce a ceiling effect. Further researeh may wish to 
extend the Likert scale to include more points.
Data were only collected from psychologists but CMHRS’s will see a range of 
professionals providing therapeutic input for clients with psychosis, including 
Community Psychiatric Nurses, Occupational Therapists, and Support Time and 
Reeovery Workers. Further research should look at competency across these staff 
groups to ensure all staff are adequately trained and competent in working with this 
client group.
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APPENDIX A. Questionnaire
Surrey and Borders Partnershio I
NHS Trust
Identification of co m o e te n ce s  relevant to  w orkina w ith c lien ts  w ith o sv c h o s is
By completing this questionnaire, it is assumed that you have read the enclosed 
information sheet and give consent for your data to be used for the purposes o f the 
research identified on the information sheet
P art 1:
Carefully read each statement below and rate how much you agree with the statement. Please 
circle your selected response. Please feel free to comment on, or clarify any of your answers. Write 
your comments in the space provided at the end of Part 1.
1 2 3 4
Disagree Somewhat
disagree
Somewhat
agree
Agree
1. 1 am able to normalise psychotic symptoms to 
reduce stigma and improve engagem ent
1 2 3 4
2. 1 am comfortable to u se  self-disclosure to help 
normalise a  client’s  psychotic symptoms
1 2 3 4
3. Service users and carers have no place in 
service development
1 2 3 4
4. 1 find it hard to explore and debate a client’s 
beliefs about the power and knowledge held by 
com mand hallucinations
1 2 3 4
5. I can act a s  a  consultant to other team  m em bers 
and  the team  a s  a whole, aiding them with their 
clinical work
1 2 3 4
6. A good understanding of recovery from 
psychosis is important
1 2 3 4
7.1 am  able to explore and normalise beliefs about 
the causes of hallucinations, Including reasons why 
a  client might attribute internal events to external 
causes, and the individual nature of experience
1 2 3 4
8. Carers, family members, or close others, should 
be Involved in therapy where appropriate
1 2 3 4
9. Once som eone has an episode of psychosis 
they will not recover and will continue to 
experience psychotic symptoms
1 2 3 4
88
APPENDIX A (contd.)
Surrey and Borders Partnership I
NHS Trust
1 2 3 4
Disagree Somewhat
disagree
Somewhat
agree
Agree
1 0 .1 am unaware of the evidence base  for treating 
psychosis
1 2 3 4
11. 1 would not complete therapeutic sessions in 
non-clinical settings; for example at clients homes, 
at cafes, or on walks
1 2 3 4
12. 1 am able to work jointly with other m embers of 
staff to plan psychological interventions for clients
1 2 3 4
13. 1 am able to explore the pros and cons of 
voices
1 2 3 4
14, 1 can base  therapy on the evidence base for 
treating psychosis
1 2 3 4
15. 1 am able to work flexibly and creatively to 
engage clients In therapeutic work.
1 2 3 4
16.1 wouldn’t involve carers or client’s  close others 
in the therapeutic work
1 2 3 4
17. Most symptoms of psychosis are quite common 
in the general population
1 2 3 4
18. 1 would find it hard to work directly with the 
content of voices to explore Its relationship to life 
experiences and beliefs about the self
1 2 3 4
19. 1 am able to use self-disclosure and sharing to 
form a therapeutic alliance
1 2 ' 3 4
20. Delusions experienced by an Individual often 
have no logic to them and make no sense  given 
the individual's life experiences
1 2 3 4
21. 1 could be actively involved in a Care Plan 
Approach for clients
1 2 • 3 4
22. 1 can devise experiments to test beliefs by 
modifying safety behaviours
1 2 3 4
23. 1 am able to adapt therapy and the overall 
therapeutic process to meet the needs of clients 
with psychosis
1 2 3 4
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NHSTlUit
Disagree Somewhat Somewhat Agree 
disagree agree
24. Hallucinations, delusions or thought disorder 1 2  3  4
can happen to anyone if they are very stressed
2 5 ,1 would not involve service users and carers in f  2 3 4
service development
26. People who experience psychotic-like 1 2  3 4
symptoms always feel distressed by them
27. I am able to facilitate team  supervision and 1 2  3 4
reflective practice
28. I am able to promote th e  use of a social 1 2  3 4
inclusion model rather than a  medical model
Comments: Please use this space if you wish to add comments regarding ttie questions above.
90
Appendix A (contd.)
Surrey and Borders Partnership
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Part 2:
P lease tell me what you think are potential training needs or concerns about working with clients 
with psychosis. Use the space below to record your comments.
P lease return the completed questionnaire in the pre-addressed envelope provided.
If you have any questions or concerns these will be addressed. P lease contact f l S B B H ’ Trainee 
Clinical Psychologist, or Supervisor and Consultant Clinical Psychologist, on
Thank you for your time and help.
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APPENDIX B. Cover letter sent to participants
Surrey and Borders Partnership
NHS Trust
25'" March 2011
Dear
I am  a  first year Trainee Clinical Psychologist, under the supervision of 
Consultant Clinical Psychologist. As part of my training I am  required to com plete a  service 
related research  project. P lease  s e e  the enclosed information sh e e t for further details.
To carry out this research  I require local psychologists to com plete a  brief questionnaire. 
H H I  and I would be grateful if you could com plete the enclosed questionnaire and return a s  
soon a s  possible. A p re-addressed  envelope has been  provided to preserve a n o n y m ity ^ s  
detailed on the information sh e e t enclosed, findings will be fed back to the  WÊÊIÊÊÊÊÊÊÊ 
Surrey Psychology Services by way of a  written re se a rc h re p o rh  to contribute to service 
developm ent. In her role a s  supervisor, however, will not s e e  individual
re sp o n ses on the questionnaires.
Many thanks for your help.
Yours Sincerely,
Trainee Clinical Psychologist
Supervised by;
C hartered Consultant 
Clinical Psychologist
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APPENDIX C. Information sheet for participants
Surrey and Borders Partnership s T J R R E Y
Ethics Committee
Information Sheet
NICE guidelines suggest that Cognitive Behaviour Therapy (CBT) should be offered to all 
clients with psychosis. Research suggests that completing CBT with this client group may 
require a different skill se t than when working with clients with non-psychotic presentations. 
Current change in the structure of Surrey and Borders Partnership NHS will lead to more 
clients with psychosis being seen  in Community Mental Health Team s. This project aims to 
identify the skills already possessed  by local psychologists in regards to working with clients 
with psychosis, and identify potential training needs or concerns about working with this 
client group.
Identification of potential training needs will provide the opportunity to develop a  training 
agenda tailored to the needs of local psychologists and contribute to continued professional 
development. In turn this will facilitate the delivery of CBT for psychosis in accordance to 
NICE guidance.
This is a Service Related Research Project, completed a ^ a r ^ M m in in g  for the Doctorate 
in Clinical Psychology. Findings will be fed back to the ■ H H H B  Surrey Psychology 
Services by way of a written research report, to contribute to service development. Findings 
may be published if of interest. You may request a copy of the research using the contact 
details below.
As a  participant you will be asked to complete a brief questionnaire.
The questionnaire should take no longer than fifteen minutes, and the questions are not
considered to cause distress or affect physical health or wellbeing.
All identifiable information a n d d a t e w ^  be confidential, and will not be available to the 
service in which you work. H H H H ,  will not be privy to individual responses, Data will 
be stored in a  locked file, and destroyed after a period of six months.
Personal data relating to volunteers is held and processed in the strictest confidence, and in
accordance with the Data Protection Act (1998). Your anonymity will be preserved.
Please return your questionnaire in the pre-addressed envelope enclosed.
Complaint or concerns a b o u ^ n y a s p e c t  of this project or your participation will be 
addressed: please contact WÊÊÊÊBÊ< Trainee Clinical Psychologist, or 
Supervisor and Consultant Clinical Psychologist, on
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APPENDIX E. Feedback to service
Surrey and Borders Partnership
NHS Foundation Trust
NHS
nt Clinical Psychologist
Dear m m
As you are aware, I recently undertook a service-related research project identifying the competencies 
and training needs amongst psychologists in the delivery of services for psychosis, following the 
redesign of mental health services. Please find enclosed a brief summary report for your information. 
A copy of the full research report and reference list is available at your request.
Please do not hesitate to contact me if you have any questions about the research undertaken or its 
findings.
Yours sincerely
Trainee Clinical Psychologist
IChartered Consultant Clinical Psychologist,
Hampshire
County
Council S U R R E YC O U N T Y  C O U N C IL
#
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APPENDIX E (contd.)
Surrey and Borders Partnership
NHS sruît
SUMMARY REPORT:
Identification of the competencies and training needs 
amongst psychologists in the delivery of specialist 
psychological services for people with psychosis, 
following major redesign of mental health services
June 2011
(Trainee Clinical Psychologist, University of Surrey)
Supervised by:
(Chartered Consultant Clinical Psychologist,
§ Hampshire County Council S U R R E YcouNtv couNCi; #
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ATMS AND OBJECTIVES:
Change in the provision of mental health services within Mid and East Surrey 
has led to the formation of Community Mental Health and Recovery Services 
(CMHRS), Psychologists within the CMHRS wili be expected to work with 
clients with severe and enduring psychological needs arising from psychosis, 
in addition to their usual work.
This research aimed to identify psychologists’ perceived competence in 
completing Cognitive Behaviour Therapy for psychosis (CBTp), fulfilling 
service level competences such as indirect clinical work, and perceived 
training needs with this client group. The findings are used to make 
recommendations for staff training.
METHOD;
A questionnaire was given to qualified Counseliing and Clinical Psychologists 
within Primary Care Mental Health Teams and Rehabilitation and Recovery 
Teams in Mid and East Surrey. 12 questionnaires were distributed, and 10 
completed questionnaires returned. Quantitative data were captured 
regarding psychologists' self-assessed competence in skill based, attitude 
based, and service level competences using Likert scales. Psychologists were 
asked to record their perceived training needs providing qualitative data for 
analysis
FINDINGS:
Overall, qualified psychologists perceived themselves to be competent in 
working with clients with psychosis, indicated by high mode, median and 
mean values across the competences. The attitude towards further training in 
working with clients with psychosis was positive and training in this area 
thought to be valuable.
Skill based competences:
Psychologists rated themselves as competent in offering CBT for psychosis. 
Competence was rated marginally lower for skills related to the use of self­
disclosure in therapy, working with hallucinations, and using the evidence 
base to inform treatment. Qualitative data identified training needs in 
formulation and application of CBTp, Family Work, and a consideration of how 
therapy might be adapted for this client group.
Service level competences:
Self-reported competence was high for service level competences such as 
indirect clinical work, working jointiy with other team members to plan 
interventions and involving service users in service development. 
Psychologists’ identified training needs in 'consultation models' and using
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consuiiaiion, aiong wiin sening up successTUi complex case aiscussions or 
meetings.
Attitude based competences:
Self-assessed competence was high for attitude related competences, 
indicating that psychologists hold attitudes conducive to effective CBTp. No 
training needs were identified in this area.
Teaching style:
Psychologists identified that a range of training formats and learning 
opportunities would be valuable. This included formal training days and 
experiential learning such as “specialist supervision” and opportunities for 
clinicians to share experience and knowledge.
IMPLICATIONS FOR PRACTICE:
The following recommendations for training are suggested:
i. An introduction to psychosis may be useful, but training should 
acknowledge the high level of competence possessed by the qualified 
psychologists working in Mid and East Surrey and focus on developing 
these competences further.
ii. Training should cover the theory and evidence base for CBTp, 
including formulation and application of CBTp. It should also aim to 
develop specific therapeutic skills including the use of self-disclosure in 
therapy, work with hallucinations and using the evidence base to inform 
treatment.
iii. Training in consultancy should be offered, including models of 
consultancy and their application.
iv. Further training in family work would be valuable to psychologists.
v. Training should be provided through a variety of media, including 
formal training and experiential 'on the job’ training. Formal training 
may include set training days and workshops. Psychologists would also 
benefit from access to supervision with clinicians experienced in 
working with psychosis, and forums or opportunities for clinicians 
working with psychosis to discuss their experiences and learn from 
each other.
vi. Training should be sustained and continuous to match developments in 
the area. It may be useful to consider integrating it as part of Continued 
Professional Development.
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APPENDIX F. Acknowledgement o f feedback
Surrey and Borders Partnership
NHS Foundation Trust
NHS
Trainee Ciimcal Psychologist
Our Ref:
4^ July 2011
Thank you for your sum m ary report detailing the findings and recom m endations from 
your research  project on the identification of com petencies and training n ee d s  am ongst 
psychologists in the delivery of services for people with psychosis.
Yours sincerely
srterecf Consultant Clinical Psychologist
Hampshire 
County 
Council S U R R E YCOU N TY  CO U N CIL
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The relationship between workplace social capital and employee subjective 
wellbeing, stress and job satisfaction
Major Research Project 
July 2013 
Year 3
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ABSTRACT
Rationale
Research suggests that workplace social capital is related to employee wellbeing. 
However, this research is sparse and with limitations. NHS policies acknowledge the 
need to improve staff wellbeing in order to improve patient care and reduce the 
financial implications from factors such as employee sickness absence. If associated 
with employee wellbeing, workplace social capital may provide a pathway by which 
staff wellbeing in the NHS can be improved. The current study explores this further, 
reporting on the associations between reported workplace social capital and measures 
of employee subjective wellbeing, self-rated health and job satisfaction within a 
mental health NHS trust.
Design
A single time point, cross-sectional questionnaire-based design was employed using 
self-report measures.
Method
Employees of a mental health NHS Trust (N=265) completed an online 
questionnaire. Self-report measures captured data on reported workplace social 
capital (including the vertical, horizontal, cognitive and structural dimensions), 
subjective wellbeing, perceived stress, self-rated physical health and job satisfaction.
Results
Reported workplace social capital was positively associated with subjective positive 
affect, satisfaction with life, self-rated physical health and job satisfaction, and 
inversely associated with subjective negative affect and perceived stress. Horizontal 
and vertical social capital were similarly related to these measures of wellbeing and 
satisfaction. There was tentative evidence to suggest that this association may be 
stronger for horizontal, compared to vertical, workplace social capital.
Conclusion
Findings suggest that self-reported workplace social capital is associated with 
measures of employee subjective wellbeing, self-rated physical health and job
102
satisfaction for employees within the mental health NHS trust sampled. Conclusions 
remain tentative and further research is needed to consider causal associations 
between workplace social capital and employee wellbeing. If substantiated this could 
provide a pathway by which the NHS can improve staff wellbeing, in turn facilitating 
patient care and reducing the financial costs of staff sickness absence.
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The relationship between workplace social capital and employee subjective 
wellbeing, stress and job satisfaction
Recent decades have seen a growing interest in the concept of social capital. This 
multidimensional concept refers to the “features of social organisation, such as civic 
participation, norms of reciprocity and trust in others that facilitate cooperation for 
mutual benefit” (pg. 1491, Kawachi, Kennedy, Lochner, & Prothrow-Stith, 1997; 
Putnam, 1996). Evidence suggests social capital is a determinant of population health 
and is associated with positive outcomes in mental health, physical health and health- 
related behaviours (Kawachi, Kim, Coutts, & Subramanian, 2004; De Silva, 
McKenzie, Harpham & Huttly, 2005; Oksanen, 2009). Consideration is now being 
given to sources of social capital outside the community, particularly the role of 
social capital within the workplace. However, research remains sparse and with 
limitations.
Government guidelines suggest that research is needed to understand factors relevant 
to improving the health and wellbeing of the NHS workforce (Field, 2011). This 
follows evidence which suggests that good staff wellbeing is associated with factors 
such as reduced employee sickness absence (Boorman, 2009a; Audit Commission, 
2011) and better patient care, indicating financial and clinical incentives for 
improving staff wellbeing. Clinical advice and leadership are pivotal in securing 
necessary improvements in health outcomes (NHS Future Forum, 2011). Applied 
clinical psychologists are in a good position to contribute to such work as their broad 
theoretical base and extensive range of psychological approaches can be applied not 
only to patient care, but to the improvement and development of health policies 
optimising the health of people at work (British Psychological Society, 2007), 
particularly the NHS workforce itself.
The following research considers the role of workplace social capital within the 
context of the NHS and its association with employee subjective wellbeing, physical 
health and job satisfaction. The author’s position as an applied clinical psychologist 
ensures the application of a sound methodological approach and allows for a 
consideration of the psychological pathways which might influence the association 
between workplace social capital and employee wellbeing.
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Defining Social Capital
Numerous definitions of social capital can be found within the literature (Adler & 
Kwon, 2002) dependent upon the particular discipline of the researcher and the 
context in question. There is general agreement, however, that it is a 
multidimensional construct with many types, levels and components.
The components of social capital commonly include factors such as interpersonal 
trust, cohesion, the rules and norms governing social action, sense of belongingness 
and togetherness and the network resources (McKenzie & Harpham, 2006; Claridge, 
2004). There are divergent views in the literature as to whether social capital exists 
at the individual or ecological (group) level. Authors such as Bourdieu (1986) 
suggest that social capital is a property of the individual, as it is the individual’s 
social relationships which moderate their access to resources which in turn define 
social capital. This form of social capital is most fi*equently measured by asking 
individuals about their participation in social relationships (for example membership 
of local groups) and their perceptions of the quality of those relationships (De Silva 
et. al., 2005). Conversely, authors such as Putnam (1996) define social capital as a 
property of groups or communities (ecological social capital) in which social capital 
is embodied in the relationships between individuals or groups and is a context- 
dependant aspect of social structure. This can be overlooked in the research as it is 
arguably more difficult to measure. Commonly it is measured by aggregating 
individual responses to the community or group level (De Silva et. al., 2005). There 
remains a need for contextual ecological measures, such as observational measures 
of societal structures, which do not require aggregation of individual responses or 
rely on individual perceptions (De Silva, 2006).
Social capital is considered to have a number of dimensions (McKenzie & Harpham, 
2006). This is summarised in Table 1. A common distinction in the literature is 
between structural and cognitive social capital. Structural social capital refers to the 
externally observable aspects of social organisation including the networks, 
associations and institutions that link together people or groups; for example, the 
number of voluntary groups in an area. Cognitive social capital instead refers to the 
shared values, attitudes, norms of trust and reciprocity present within or across 
groups. A second dimension by which social capital is considered, is that of
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Table 1
Definitions and examples o f different forms o f social capital
Forms/Dimensions o f 
Social Capital
Cognitive Social 
Capital
Structural Social 
Capital
Horizontal Social 
Capital
(Include bonding and 
bridging social capital)
Vertical Social Capital
(Include linking social 
capital)
Shared values, 
attitudes, norms of trust 
and reciprocity between 
people of same societal 
strata 
E.g. Level of trust in 
one’s neighbour
Shared values, 
attitudes, norms of trust 
and reciprocity linking 
people in different 
hierarchical positions
E.g. Level of trust in 
local political parties. 
Church, or police
Observable structural 
elements between 
people in the same 
societal strata
E.g. Number of 
community groups and 
activities
Observable structural 
elements linking people 
in different hierarchical 
positions
E.g. Voting rates
horizontal versus vertical social capital which considers the links between 
individuals in different strata of society. Horizontal social capital describes the social 
capital between people in similar strata of society, whilst vertical social capital refers 
to the social capital which acts between groups of a different power differential or 
hierarchical position within society. Some authors also make distinctions between 
bonding, bridging and linking social capital (McKenzie and Harpham, 2006; 
Ferlander, 2007). Bonding and bridging social capital are often considered to be 
components within the horizontal dimension, with bonding social capital referring to 
the strong relations within homogenous groups, whilst bridging social capital 
describes the weaker links between dissimilar individuals and groups in society. 
Linking social capital can be seen as a sub-dimension of bridging social capital, but 
specifically refers to the connections between people at vertical differentials up and 
down the social scale and therefore sits within the component of vertical social 
capital (Woolcook, 1998).
The presence of multiple definitions of social capital and the complexity of the 
concept itself, pose significant challenges for research. A variety of tools and
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indicators are used to measure social capital, but there is often no clear consensus as 
to the level (individual versus ecological) or dimensions these measure. Often 
unidimensional indicators (such as level of trust) are used which neglect the 
multidimensional nature of social capital, and data collection tools can lack 
psychometric evaluation (Shortt, 2004; Macinko & Starfteld, 2001). De Silva (2006) 
suggest it is unrealistic to expect a single definition of social capital to be adopted 
from the existing schools of thought or that researchers will come to a consensus as 
to whether social capital is the property of groups or individuals, and thus difficulties 
of measurement will remain. Instead, they recommend that studies must explicitly 
identify the definition of social capital they adopt and to state clearly the measures of 
social capital they are using and at what level. For the purpose of the current study, 
social capital is defined in agreement with widely used definitions which view social 
capital not solely as a property of the individual, but as a resource which is 
engendered by the features of social structures (such as levels of interpersonal trust, 
norms and reciprocity) linking individuals in a group and can be accessed by both the 
individual and facilitate collective action in the group (Kawachi et. al., 1997; 
Putnam, 1996).
Community Social Capital and Individual Wellbeing
There has been substantial research in the area of community social capital and 
health outcomes, with research indicating that social capital is a significant 
determinant of population health. This includes associations between higher levels of 
social capital and reduced mortality (Kawachi et. al., 1997), reduced risk of coronary 
heart disease (Sundquist, Lindstrom, Malmstrom, Johansson & Sundquist, 2004), and 
reduced emotional distress, psychiatric difficulties and increased self-rated health 
(Veenstra et. al., 2005; McCulloch, 2001; Rose, 2000). There is also evidence of an 
association between social capital and health related behaviours such as smoking, 
drinking and high-risk sexual behaviour (Lindstrom, 2008; Holtgrave & Crosby, 
2003).
There are inherent difficulties associated with research in this area. These include 
differences in the conceptualisation and measurement of social capital (as discussed 
above) and variation in study design, which complicate the comparison and 
interpretation of study results. A review by Kawachi (2010) clearly defines some of
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the current limitations of research in this area. These include (a) the cross-sectional 
design of many studies preventing causal links or temporal ordering being 
established; (b) a reliance on secondary data from surveys in which social capital is 
inferred from other measures which were not designed to target this concept; (c) a 
reliance on single indicators of social capital which do not recognise social capital as 
a multidimensional construct; (d) possible confounding factors arising from omitted 
variables such as personality factors when assessing correlations between individual 
level perceptions of social capital and self-reported health outcomes; and (e) a 
preponderance of evidence from Western countries (North America and Europe) and 
a lack of evidence from other cultural contexts. It is also recognised that the majority 
of research has been focused on residential neighbourhoods (although there is 
significant heterogeneity in regards to the boundaries used to define a 
‘neighbourhood’) and little attention has been given to social capital in other settings 
such as the workplace.
Systematic literature reviews acknowledging these limitations identify consistent 
evidence of association between markers of higher social capital and better health 
outcomes (Murayama, Fujiwara, & Kawachi, 2012; Islam, Merlo, Kawachi, 
Lindstrom, & Gerdtham, 2006; DeSilva, McKenzie, Harpham, & Huttly, 2005; 
Almedom, 2005). However, strong causal claims at this stage are premature due to 
remaining gaps in the literature.
Workplace Social Capital and Employee Wellbeing
Social capital is considered to be a product of the interactions within social networks 
and therefore can be formed, shaped and maintained within environments where 
individuals spend large proportions of their time (Putnam, 1996). The Office of 
National Statistics (2012) suggests that full-time workers in the United Kingdom are 
working an average of 42.7 hours per week, and part-time workers an average of 
36.3 hours per week. Therefore, for working populations the workplace may be an 
important source of social capital where individuals develop networks and relations, 
and are exposed to shared values and norms (Grenier & Wright, 2006). However, 
limited research has been conducted on workplace social capital and its links to 
wellbeing. Individual wellbeing in the workplace is important to consider, not only 
due to the obvious implications in regards to the health of the individual, but due to
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its association with factors such as staff productivity, absenteeism and turnover 
which places a burden on individual companies and the overall economy (Page & 
Vella-Brodrick, 2009; Black & Frost, 2011; Department for Work and Pensions, 
2013).
A literature search was conducted to identify relevant studies in the area of 
workplace social capital and employee wellbeing. This focused solely on social 
capital in the workplace and therefore differs from the review conducted by 
Murayama et. al. (2012) discussed above, which addressed social capital and health 
in community settings. Searches for published material were carried out using the 
following databases: MEDLINE, Pscyhlnfo, CINAHL, ASSIA, and Business Source 
Complete. Given the different terms used to describe social capital and concepts 
related to wellbeing, a wide range of search terms were used including: [“social 
capital” OR “social cohesion” OR “collective efficacy”], [“health” OR “wellbeing” 
OR “well-being”], and [“work” OR “workplace” OR “job” OR “employment”]. 
These were combined in different amalgamations. An initial review of the article 
titles, keywords and abstracts identified articles of interest to be included in the 
literature review. Only studies which made explicit reference to the concept of 
workplace social capital and an element of employee wellbeing (physical health, 
mental health, or aspects such as health related behaviours) were considered relevant 
for inclusion.
This search strategy identified seventeen articles relevant for review. Papers were 
considered for their quality, with particular thought given to the limitations of 
research on social capital in the community identified by Kawachi (2010). Given the 
limited research on workplace social capital no papers were excluded based on 
quality, but limitations are addressed in the review below. The details of the design, 
measures and key findings for each study are summarised in Appendix A.
The most substantial research on workplace social capital and employee wellbeing 
has been generated by Kouvonen, Oksanen and colleagues (Kouvonen et. al, 2006; 
Oksanen et. al., 2008; Kouvonen et. al, 2008a; Kouvonen et. al., 2008b; Oksanen, 
2009; Oksanen, Kouvonen, Vahtera, Virtanen, & Kivimâki, 2010a; Oksanen et. al., 
2011b), accounting for seven of the seventeen published studies identified by the 
literature review. This large scale prospective cohort study utilised data from the
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Finnish Public Sector Study (FPSS), an ongoing study of the entire personnel of 10 
towns and 21 hospitals in the areas where the towns are located, exploring the 
relationships between behavioural and psychosocial factors and health among local 
government employees. Importantly, the prospective cohort design (a baseline survey 
was administered 2000-2002, and a follow-up survey in 2004-2005) allowed 
comments to be drawn on the role of workplace social capital on employee health 
over time. These studies consistently found a relationship between workplace social 
capital and health factors including depression (Kouvonen et. al, 2008a; Oksanen, 
Kouvonen, Vahtera, Virtanen, & Kivimâki, 2010), self-rated health (Kouvonen et. al, 
2006; Oksanen et. al., 2008), mortality rates (Oksanen et. al., 2011b), and smoking 
cessation (Kouvonen et. al., 2008b). Of this collection, the only study not to establish 
a link between social capital and the health variable of interest was that of Oksanen 
et. al. (2011a). This concluded that there was no evidence to suggest a link between 
workplace social capital and adherence to drug therapy among employees with 
chronic hypertension.
Importantly, the FPSS studies add to the literature through the development and 
utilisation of a psychometrically evaluated measure of workplace social capital 
which considers the multidimensional nature of social capital. The Short Measure of 
Workplace Social Capital (SMWSC) is an eight-item Likert scale measure. A range 
of psychometric methods were used to evaluate the measure (including internal 
consistency, convergent validity, divergent validity, inter-rater agreement, criterion­
rated validity and face validity) leading the authors to conclude it to be valid and 
reliable (Kouvonen et. al., 2006).
A strength of the SMWSC is that it conceptualises workplace social capital as a 
multidimensional construct, tapping several key aspects of the construct including 
horizontal, vertical, structural, and cognitive components. This allowed Oksanen et. 
al. (2010) to explore whether the association between social capital and depression 
varied by horizontal and vertical components. They found that employees with either 
low horizontal or vertical social capital were 30-50% more likely to be diagnosed as 
having depression or start antidepressant treatment than their counterparts with high 
social capital. Findings from mutually adjusted models showed that horizontal and 
vertical social capital predicted mental health independently of each other. This
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highlights the importance of recognising the multidimensional facets of workplace 
social capital within research studies.
Two further studies recognised a distinction between horizontal and vertical social 
capital. A cross-sectional survey by Suzuki, Takao, Subram anian, Komatsu, Doi and 
Kawachi (2010) found an association between individual level mistrust of co­
workers and lack of reciprocity in the workplace (taken as indicators of low social 
capital) and higher likelihood of poor health as measured by self-rated health, and an 
association between company level mistrust and employee poor health. Sapp, 
Kawachi, Sorensen, LaMontagne, and Subram anian (2010) operationalised 
workplace social capital at two different levels, measuring individual level responses 
from workers and also aggregating managers’ perceptions providing a contextual 
measure of workplace social capital. Findings indicated that both measures of 
workplace social capital (individual level responses, and contextual level responses) 
buffer the association between high job demands and smoking, providing support for 
an association between workplace social capital and employee health. Items were 
also analysed individually to provide information on the importance of vertical and 
horizontal workplace social capital, but this failed to yield any findings of note. 
However, neither of these studies used psychometrically validated measures of 
workplace social capital limiting their reliability. The study by Suzuki et. al. (2010) 
used single item measures (trust and reciprocity) as indicators of social capital which 
fails to capture the full multidimensional nature of social capital. Although research 
by Sapp et. al. (2010) used a number of question items as indicators of workplace 
social capital, this was as part of a secondary analysis of baseline data from a 
previous survey, which inevitably limits the measures of workplace social capital 
that can be used.
The articles generated from the FPSS support the notion that social capital at work is 
a meaningful concept, which can be validly and reliably measured, and is associated 
with a range of health outcomes amongst employees. It was a large scale survey, 
with the articles reporting on data ranging from 48,592 (Kouvonen et. al, 2006) to 
3,155 (Oksanen et. al., 201 la) participants, dependent upon the exclusion criteria and 
focus of the individual study. However, the use of the same data source (full-time 
public sector employees) limits generalisability and further investigation is required
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to establish if  the results can be generalised to other populations and branches of 
industry, and to establish if  the psychometric properties of the Short Measure of 
Workplace Social Capital hold true. The authors acknowledge further limitations of 
the studies including the reliance on self-report data which is subject to recall and 
response bias, and possible confounding effects from unobserved variables. 
Additionally, the Short Measure of Workplace Social Capital (SMWSC) does not 
identify negative aspects or indicators of lack of social capital such as bullying or 
hostility. This is of notable absence across the entire literature identified on 
workplace social capital.
The FPSS studies were the only articles identified by the literature search which 
focus on longitudinal associations between workplace social capital and health and 
use a psychometrically validated multidimensional measure of workplace social 
capital. One further prospective cohort study from Finland was identified. Liukkonen 
et. al. (2004) provided some support for the relationship between workplace social 
capital and employee health; findings indicated that insecurity in job contract and 
low co-worker support (the lowest category of social capital) was associated with 
poorer health prospects than the combination of permanent employment and high 
support (the highest category of social capital). However, this association 
disappeared when adjusting for baseline health differences and background variables, 
remaining significant only in the age-adjusted model for women. The authors suggest 
this may indicate that women benefit more from existing social networks. However, 
the study is limited as it does not take account of the multidimensional concept of 
social capital, relying on single indicators of social capital and arguably gives undue 
weighting to social support as an indicator of co-worker trust and workplace social 
capital. Therefore one could suggest that this study may be more reflective of the role 
of social support and social networks on health prospects in women rather than social 
capital. Importantly, social support differs from social capital in that it is an attribute 
of the individual; it refers to the perception and actualisation that one will receive 
support from others. In contrast, social capital is a feature of the social structure. It is 
applied to those features of a social network which promote cohesion and a sense of 
‘belonging’ which enable members to work effectively together for collective action 
and mutual benefit (Putnam, 1996; Kawachi et. al., 1997).
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The remainder of the studies adopted cross-sectional designs, with the exception of 
Micucci (2012) which had an additional qualitative element. The design of each 
study is detailed in Appendix A. The use of cross-sectional designs prevents causal 
conclusions being drawn regarding the association between workplace social capital 
and employee wellbeing. Therefore this is a significant limitation of much of the 
research.
Cross-sectional studies by Jung et. al. (2012) and Kowalski et. al (2010a; 2010b) 
benefit from the utilisation of ‘The Social Capital in Organisations Scale’ 
(SOCAPO). This is a six-item scale designed to measure the key features of social 
capital including perceived common values, support, cohesion and trust in the 
organisation. Driller et. al (2011) appear to adopt almost identical items of 
measurement to the SOCAPO but do not identify them as this scale. These items of 
measurement provide some consistency in the measurement of workplace social 
capital across these studies and allow for comparison. However, there is little data 
provided on the psychometric properties of the SOCAPO which prevents critique of 
validity and reliability. Reference of this scale is given to Pfaff et. al. (2004) (as cited 
in Kowalski et. al., 2010a; 2010b) and therefore data on reliability and validity may 
be available but this article was unobtainable in English.
The studies by Driller et al. (2011) and Kowalski et al. (2010b) indicate that low 
social capital was a significant predictor of emotional exhaustion in hospital 
clinicians in Germany. For example, nurses who indicated their hospital’s social 
capital to be one point lower on the four point Likert scale making up the SOCAPO, 
were twice as likely to be categorised in the emotional exhaustion risk group 
(Kowalski et. al., 2010b). However, both these studies used data from the same 
source (a cross-sectional survey of hospital clinicians from four German hospitals) 
and thus generalisability is limited. Kowalski et. al. (2010a) failed to find a 
significant association between workplace social capital and emotional exhaustion 
amongst caregiving and pedagogical staff from services for people with intellectual 
disabilities. Interestingly it was noted that mean scores for emotional exhaustion 
were lower in this staff group than reported for hospital clinicians (Kowalski et. al., 
2010b) and the authors tentatively question if teamwork/interaction between 
professionals may be more important for hospital staff as opposed to professionals
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working with individuals with intellectual disabilities. This requires significant 
further investigation before firm conclusions can be drawn and highlights the need to 
assess workplace social capital across a variety of different workplace contexts. A 
further cross-sectional study utilising the SOCAPO indicated that lower levels of 
social capital at work was associated with the experience of depressive symptoms 
amongst German employees in the information and communication technology 
industry (Jung et. al, 2012). This led the authors to conclude that high social capital 
at work may be an important resource for preventing depressive disorders, a 
conclusion consistent with that of Kouvonen et al. (2008) and Oksanen et al. (2010) 
in the Finnish Public Sector Studies.
Further cross-sectional studies indicate an association between workplace social 
capital and quality of life and job satisfaction (Requena, 2004; Helliwell and Huang, 
2010; 2011). Requena (2004) analysed data from the 2001 Spanish Quality of 
Working Life Survey, assessing five key areas of social capital (trust, social 
relations, commitment, communication, and influence). Regression analysis led the 
author to conclude that trust, workplace social relationships, company 
organisation/engagement, communication and the possibility to influence daily work 
are elements which explain a great proportion of the variation in quality of working 
life. A similar conclusion was drawn by Helliwell and Huang (2010; 2011), who 
looked at the relative values of financial and non-financial job characteristics on 
wellbeing. They concluded that the extent of workplace trust (taken to be an 
indicator of social capital) is highly related to life satisfaction and job satisfaction. 
They noted that a change in trust in management of one-third of a standard deviation 
had the same effect on life satisfaction as a 31% increase in income. Both these 
studies are limited by their use of secondary data taken from surveys which were not 
designed to measure social capital, thereby limiting the reliability of social capital 
measurement. Critically, the study by Helliwell and Huang (2010; 2011) uses 
workplace trust (used because each of the three surveys contained a measure of 
workplace trust) as a proxy measure of social capital. Although trust is given high 
centrality to the concept of social capital in the literature (Halpem, 2005), social 
capital is recognised to be a multidimensional concept and this is not acknowledged 
by Helliwell and Huang (2010) in their analyses or conclusions. Each of the three 
surveys showed consistently large effects for the relationship between workplace
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trust and life and job satisfaction, which suggests a robust effect for the role of trust 
in workplace satisfaction. However, it is questionable if  this can be reliably 
extrapolated to draw any conclusions about the role of social capital, which is 
comprised of more dimensions than trust. This is a critique for all studies which use 
single indicators of social capital. These studies are identified in appendix A.
In conclusion, the literature review suggests that the workplace represents a 
meaningful source of social capital for employees and that workplace social capital 
(as measured by a range of indicators) is associated with a variety of employee health 
outcomes. These include reduced symptoms of depression (Jung et. al., 2012; 
Kouvonen et. al, 2008a; Oksanen et.al., 2010), reduced psychological distress 
(Miccuci, 2012), lower mortality rates (Oksanen et. al., 2011b), lower incidence of 
emotional exhaustion and burnout (Driller et. al., 2011; Kowalski et. al., 2010b) 
increased self-reported physical health (Kouvonen et. al, 2006; Oksanen et. al., 2008; 
Suzuki et. al., 2010) and engagement in smoking cessation (Kouvonen et. al., 2008b; 
Sapp et. al., 2010). However, the research remains in its infancy and has a number of 
limitations. Many of these are the same as for the research on social capital in the 
community (Kawachi, 2010) discussed above. Key limitations are the lack of clear 
conceptualisation of social capital as a multidimensional construct and its associated 
measurement, particularly the use of psychometrically validated measures of 
workplace social capital. Additionally a large proportion of the research comes from 
the same data sample, preventing generalisation to other samples. There is a call for 
further research to consider workplace social capital in different settings, explore the 
different forms of workplace social capital and consider the pathways by which 
social capital at work may relate to employee health.
Workplace Social Capital and Wellbeing in the British National Health Service 
(NHS)
The literature review above indicates that further research in the area of workplace 
social capital and employee wellbeing would be beneficial. The current study 
contributes to the literature by exploring workplace social capital within the British 
NHS. This choice of sample is threefold.
Firstly, this population has not been used in previous studies of workplace social 
capital thereby adding to the diversity of populations studied. Secondly, employee
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health and wellbeing matters within the NHS. Over recent years there have been 
numerous publications which have detailed the strong evidence base and business 
case for health and wellbeing at work (for an overview see NHS Employers, 2013). 
Good staff wellbeing is linked to reduced employee sickness absence, lower levels of 
work-related illness, injury and stress (Boorman, 2009a; Audit Commission, 2011). 
The estimated median cost of staff sickness absence to each NHS organisation is 
£3.3 million per year with additional indirect costs of temporary staff estimated to be 
approximately £1.9 million (Audit Commission, 2011). Good staff wellbeing is 
linked to better patient care and reported patient experience (National Nursing 
Research Unit, 2013; Maben et al., 2013). Therefore improving staff wellbeing in the 
NHS is a priority for, and will confer benefits for, the individual, the NHS as a 
business, and the patients it treats. This recognition has led to the recommendation 
that health and wellbeing strategies should be introduced across NHS Trusts 
(Department of Health, 2009, 2010; Boorman, 2009b) and there is a clear emphasis 
that all local NHS trusts and strategic health authorities should support the 
development of effective local staff health and wellbeing strategies. Therefore it is 
crucial that one must consider factors which may be contributing to staff wellbeing in 
the NHS, one of which may prove to be workplace social capital.
Additionally, the NHS is in a current state of change as the Government introduces 
radical changes to the NHS including simplifying the number of NHS bodies, 
providing commissioning power to GPs and their practice teams working in 
consortia, encouraging the joining up of local NHS services and the introduction of 
Payment by Results (Department of Health, 2010; Department of Health Payment by 
Results Team, 2012). This will inevitably lead to significant “on-the-ground” 
changes for staff working in the NHS and may impact areas such as trust in the team 
and organisation, staff engagement, and a sense of belongingness; all key 
determinants of social capital. Therefore, it would appear timely to consider 
workplace social capital within the NHS.
Thirdly, there are increasing expectations from NHS trusts for applied clinical 
psychologists to take active leadership roles within clinical teams, contribute to the 
formulation of health policy and effective working practices and engage in active 
research to contribute to service development (British Psychological Society, 2007).
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Clinical psychologists are in a good position to undertake such roles. Their 
psychological skills and knowledge, particularly in relation to their understanding of 
individual wellbeing and mental health, can be applied to understand organisational 
behaviour and the psychological impact of organisational change on the work unit 
and individual employees. Therefore this research has also developed in accordance 
to the professional responsibilities of its author. Additionally, this research will add a 
clinical psychology perspective to a field which has been dominated by research 
from fields such as Epidemiology and Occupational Health. This is particularly 
relevant to this area which focuses on wellbeing and underlying psychological 
constructs
Hypotheses
The current study adds to the existing literature on workplace social capital and 
employee wellbeing in a number of areas. It utilises a previously unsampled 
population, adding to the diversity of populations studied. It uses a psychometrically 
validated measure of workplace social capital, providing further data on the 
reliability of this measure in a different sample. It recognises workplace social capital 
as a multidimensional construct and explores the differential impacts of the 
components of social capital (horizontal, vertical, cognitive and structural) on 
employee wellbeing and job satisfaction. Additionally, previous research has 
predominantly been conducted in the fields of sociology, occupational health and 
epidemiology. Therefore, the author’s position as an applied clinical psychologist 
offers a unique contribution to the research on workplace social capital through the 
provision of a psychological perspective. A more comprehensive understanding of 
the relationship between social capital and wellbeing within the NHS workforce can 
allow a practical consideration of techniques and strategies which might be 
implemented within teams to improve employee wellbeing and satisfaction. This will 
contribute to the recommendations set out in policies such as Dame Carol Black’s 
review of the health of Britain’s Working Age Population (2008), the NHS Health 
and Wellbeing review (Boorman, 2009a; 2009b) and The NHS Future Forum (2011).
Consequently the research aims to test the following four hypotheses:
1. Self-reported overall workplace social capital can be reliably measured 
amongst mental health NHS trust staff.
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2. Self-reported workplace social capital will be positively associated with 
positive measures of subjective wellbeing (including self-reported positive 
affect and life satisfaction), self-reported physical health and job satisfaction, 
and inversely related to employee negative affect and perceived stress 
amongst mental health NHS trust staff.
3. Vertical, horizontal, cognitive and structural components of workplace social 
capital can be reliably measured amongst mental health NHS trust staff.
4. Self-reported vertical, horizontal, cognitive and structural workplace social 
capital will each be associated with positive measures of subjective wellbeing 
(including self-reported positive affect and life satisfaction), self-reported 
physical health and job satisfaction, and inversely related to employee 
negative affect and perceived stress amongst mental health NHS trust staff.
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Method 
Design
The study employed a cross-sectional questionnaire-based design. This was to 
identity how the variables of interest were related in a quantitative way in the given 
sample at a single point in time, and allow comparison between subsamples.
Participants
Participants were staff of a local mental health NHS Foundation Trust. The trust 
employs over 3,000 staff across 200 services (SABP, 2011a). All staff were eligible 
to take part. Statistical power analyses, using G*Power (Paul, Erdfelder, Buchner & 
Lang, 2009,) were conducted to identify the sample sizes required to obtain sufficient 
power to detect an effect using the intended statistical analyses (correlation 
coefficients and comparison of means). This indicated that a minimum sample size of 
82 was necessary to obtain 80% power to detect a correlation coefficient of medium 
effect size between two variables at the 5% level using a two sided test. A sample 
size of 38 (in each group) was required to detect a difference between two correlation 
coefficients assuming the same parameters. A minimum sample size of 64 (in each 
group) was necessary to obtain 80% power to detect a difference of medium effect 
size in mean scores between groups at the 5% level using a two sided test.
Ethical Considerations
The study did not require review by a NHS Research Ethics Committee as the 
proposed participants were NHS staff and there were no recognised material ethical 
issues. The research raised no ethical issues as it was “Questionnaire research that 
does not include highly sensitive areas or where accidental disclosure would not have 
serious consequences” (National Research Ethics Service, 2012). The study was 
given a favourable ethical opinion by the Faculty of Arts and Human Sciences at the 
University of Surrey (appendix B). Appropriate approval was sought and granted by 
the relevant NHS Research and Development Department (appendix C).
Ethical issues were considered in line with the Code of Human Research Ethics 
(British Psychological Society, 2010). Potential participants were provided with
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written information about the research relevant for their decision to take part 
(appendix D). All materials were reviewed by an independent person who uses 
services to assure clarity and ease of comprehension.
Consent forms were not used in order to increase anonymity and maximise response 
rate. However, participants were required to confirm consent by clicking on the 
appropriate box on the questionnaire (appendix D). They were informed that they 
could withdraw consent whilst completing the questionnaire by closing the internet 
browser window. Therefore missing data was indicative of withdrawn consent and 
the data was removed from the study. Data was collected and held anonymously and 
therefore consent could not be withdrawn after full completion of the questionnaire. 
Data was stored without identifying information and would be kept electronically by 
the lead researcher and supervisor with password protection. It will be kept for 5- 
lOyears dependant on the requirements of the journal to which any research based on 
the study is submitted. Published data will not include identifying information.
The participant sample was not considered a vulnerable population and the battery of 
questions were not considered to be of a sensitive nature or likely to cause distress. 
However, contact details were provided for the lead researcher, supervisor and a 
member of academic staff at The University of Surrey unrelated to the research 
should participants have questions or concerns. Details were provided for the 
Samaritans should participants require further support (appendix E).
Procedure
The study was conducted from July to September 2012. Potential participants were 
invited to take part via an electronic bulletin emailed to all Trust staff email accounts 
and advertised on the Trust intranet (see appendix F). This provided a brief 
explanation of the research and interested staff opted in by following an electronic 
link to the secure online questionnaire. To increase response rate, the link to the 
research was emailed to staff four times over a period of eight weeks, advertised on 
the staff intranet for the eight week period and verbally cascaded through teams by 
service managers promotion of it in staff team meetings. The study remained open 
for a period of four weeks following the last e-bulletin link, resulting in data 
collection occurring over a twelve week period.
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The online questionnaire provided written information about the research (appendix 
D) in line with the Code of Human Research Ethics (British Psychological Society, 
2010) and consent was obtained as outlined above. The electronic questionnaire was 
configured so that all items required a response. Part completion of the questionnaire, 
signified by missing data, was indicative of participants withdrawn consent resulting 
in the removal of the entire data set from analysis. Data was collected and held 
anonymously.
Measures
The online questionnaire consisted of a battery of measures collecting data on 
workplace social capital and subjective participant wellbeing, self-rated health and 
job satisfaction. The choice of measures was influenced by the research focus and 
literature pertaining to the tool’s favourable psychometric properties and use in 
comparable research. Measures were also selected based on their length and ease of 
completion in order to minimise demands on the participant and increase participant 
response rate. Data was captured on participant characteristics and job features. The 
measures are listed in appendices G to N.
Workplace social capital. Workplace social capital was principally assessed 
using the Short Measure of Workplace Social Capital (SMWSC), an eight item self- 
assessment scale specifically designed to assess social capital in the workplace 
(Kouvonen et. al., 2006). A copy is included as appendix G. It was designed and 
validated in a series of studies in the Finnish public sector (Oksanen, 2009) and was 
identified as the only psychometrically validated measure of workplace social capital 
used within previous research in this area. It captures the multidimensional nature of 
social capital which is considered important by many researchers in the field 
(Kawachi, Kim, Coutts, & Subramanian, 2004; Harpham, Grant & Thomas, 2002) 
whilst remaining only eight items in length.
Responses to the eight Likert scale items are given on a five point rating scale (1 = 
“strongly disagree”,... 5 = “strongly agree”, except item 7 where 1 = “very 
little”,...5 = “very much”). Individual workplace social capital is summarised as the 
mean response score (potential range 1-5) with a high score indicating high social 
capital. Items 1 to 5 assess horizontal social capital through questions regarding trust, 
reciprocity and norms of cooperation amongst coworkers at the same hierarchical
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level- for example, ‘People feel understood and accepted by each other’. The 
remaining three items assess vertical social capital across the power gradient between 
supervisor/employer and employee- for example, ‘We can trust our supervisor’. 
Structural elements relating to the practices of collective action in the different 
networks in the workplace are considered to be captured by items 1, 4, 5, 6, and 7, 
and the cognitive component representing the shared values, attitudes and norms of 
trust and reciprocity captured by items 2, 3 and 8 (Oksanen, 2009; Kouvonen et. ah, 
2006). Items comprising each subscale are detailed in appendix H.
Previous research shows the SMWSC to have good psychometric properties 
(Kouvonen et. ah, 2006; Oksanen, 2009). Cronbach Alpha for the overall scale is 
0.88. It showed convergent and divergent validity with significant positive 
correlations between the scale items and conceptually close theoretical constructs, 
and weaker correlations with conceptually more distinct concepts. Factor analysis 
confirmed the existence of the vertical and horizontal components, with a cumulative 
variance proportion of 73.0%. Previous research provides no psychometric properties 
for the cognitive and structural subscales.
Researchers in the field highlight the importance of using a measure which captures 
the different dimensions of workplace social capital (Kawachi et. ah, 2004; 
Harpham, et. ah, 2002). The SMWSC is still in its infancy (it has only been used in a 
series of studies in the Finnish public sector) and there are no published 
psychometric properties for the structural and cognitive components. Therefore 
further questions were developed to supplement the SMWSC in an attempt to capture 
additional data on the different components. The questions were modified from the 
Office of National Statistics (ONS) Question Bank (Ruston & Akinrodoye, 2002) 
and in accordance to guidance provided by Harpham et. ah (2002). The ONS 
Question Bank is a reference tool generated from a survey assessing the types of 
social capital questions asked across 15 major government and non-government 
surveys. However, these related to social capital in community settings as opposed to 
the workplace- no such question bank exists for measuring workplace social capital. 
The wordings of questions were modified to relate to the workplace whilst 
attempting to retain the core theme of the questions. For example, the Social Capital 
Question Bank identify a theme of questions relating to social interaction and social
128
networks, such as “How often do you get together with members of your family 
including brothers or sisters (or extended family if you have any) for a social event or 
family occasion?”. This question was modified to, “Approximately~how~often are 
work-related social events organised?” Eight Likert scale items were developed, with 
responses given on a five point Likert scale to be consistent with the SMWSC. A 
summary score of ratings for all items was constructed (giving a potential range of 8- 
40), with a high score indicating high social capital. For the purpose of this study, 
this constructed scale will be referred to as the Additional Measure of Workplace 
Social Capital (AMWSC). A copy is included as appendix I.
The AMWSC aimed to supplement the SMWSC and capture additional data on the 
dimensions of workplace social capital, particularly the structural and cognitive 
subscales. In accordance to definitions provided by Oksanen (2009) items of the 
AMWSC were identified as representing the cognitive, structural, horizontal or 
vertical dimensions and added to the relevant subscales of the SMWSC for reliability 
analyses (appendix H).
Subjective wellbeing. Wellbeing refers to a state of physical, mental and 
social wellbeing characterised by the presence of pleasure and happiness and absence 
of negative affect, ill health or infirmary (McDowell, 2010; World Health 
Organisation, 2010). There are different conceptualisations of wellbeing. The 
hedonic approach refers to subjective wellbeing (SWB) and is commonly defined in 
accordance to the tripartite model (Diener, 1984). This defines SWB as composing of 
an individual’s experience of positive affect, absence of negative affect and cognitive 
evaluations of their satisfaction with life (SWL). This contrasts with the eudemonic 
approach which views wellbeing as a derivative of the actualisation of human 
potential (Waterman, 2003). SWB provides a useable definition of wellbeing (Ryan 
& Deci, 2001), its measurement is well developed (Diener, 1984) and the tripartite 
model provides a comprehensive assessment of subjective wellbeing (Busseri & 
Sadava, 2011). In accordance with this, two measures of SWB were chosen for the 
current study; the Scale of Positive and Negative Experience (SPANE; Diener et. al., 
2009) and the Satisfaction with Life Scale (SWLS; Diener, Emmons, Larson & 
Griffin, 1985). These are listed as appendix J and K respectively. These are both
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psychometrically sound, established measures within the wider literature on SWB, 
and are considered quick and easy to complete reducing demands on the participant.
The SPANE (appendix J) is a 12 item self-assessed scale which requires the 
individual to rate how much they have experienced a range of positive (for example, 
‘joyful’) and negative (for example, ‘angry’) feelings over the past two weeks using 
a five point Likert scale (1= ''Very Rarely or Never”,...5= “Very often or Always” ). 
The measure is divided into positive and negative affect scales (six items in each) 
with total scores calculated by summing the score for each scale (range of 6 -  30). 
Higher scores indicate higher affect. The scale is widely established with favourable 
psychometric properties; studies by Diener et. al. (2010) indicate Cronbach’s alphas 
of .87 and .81 for the positive affect and negative affect scores respectively.
The SWLS (appendix K) provides a measure of an individual’s cognitive evaluation 
of global life satisfaction. It consists of five items (for example, ‘I am satisfied with 
my life’), to which respondents must indicate their agreement on a six point Likert 
scale (1 = “Strongly Disagree”,... 6 = “Strongly Agree”). The total is calculated by 
summing the scores (range 5 to 35) with higher scores indicating greater satisfaction 
with one’s life. Cronbach’s alpha for the scale is .87 (Diener et. al., 1985) showing 
good internal consistency and the scale is shown to have good construct and 
discriminant validity (Pavot & Diener, 2008).
Perceived stress. Employees within the NHS are recognised to experience 
high levels of stress comparable to other private and public sector jobs (Boorman, 
2009a). It is well recognised that high levels of stress can lead to a range of negative 
health consequences (Lazarus, 1966). Research on social capital in the community 
indicates that high levels of neighbourhood social capital can buffer the effects of 
stress (McKenzie & Harpham, 2006) but to our knowledge there has been little 
examination of whether workplace social capital may be associated with employee 
perceived stress. Therefore this was assessed in the current test battery to extend 
research in this area.
It is recognised that degree of stress is largely influenced by one’s cognitive appraisal 
of the events ‘stressfulness’ (Lazarus, 1966). Therefore, a measure of perceived 
stress was utilised, as opposed to an objective measure which would ask respondents 
to rate the occurrence of common stressful events. The Perceived Stress Scale (PSS;
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Cohen, Kamarck, & Mermelstein, 1983) is a 10 item general measure of stress (as 
opposed to a specific work-related measure) which asks respondents to rate the 
frequency with which they have experienced events in their life as unpredictable, 
uncontrollable and overloading on a five point Likert scale (0 = “Never”,... 5 = 
“Very Often”). A copy is included as appendix L. An overall score is obtained by 
reversing responses to the four positively stated items (items 4, 5, 7 and 8) and 
summing across all scale items. A higher overall summed score indicates higher 
levels of perceived stress. It is a widely used psychometrically validated tool; 
psychometric evaluation has identified Cronbach’s alpha for the scale as between 
0.84 and 0.86 (Cohen et. ah, 1983).
Perceived job satisfaction. Theories of organisational behaviour suggest that 
there is a relationship between workers and workplaces, such that the thoughts and 
behaviours of people influence the organisations in which they work and vice versa 
(Brief & Weiss, 2002). It has been suggested that job satisfaction (considered to be 
the emotional response an individual has towards one’s job; Spector, 1997) is one of 
the most salient elements of this relationship and is related to a number of features of 
employee health such as stress and burnout (for a meta-analysis see Faragher, Cass & 
Cooper, 2005). This is particularly relevant to the current sample as research 
indicates that compared to public and private sector organisations, the NHS in 
England shows comparably high levels of employee sickness absence, reported 
levels of work-related illness, injury and stress (Boorman, 2009a). Limited previous 
research has considered the association of workplace social capital with job 
satisfaction. The exceptions to this are studies by Requena (2003) and Helliwell and 
Huang (2010; 2011). These indicated that workplace social capital had a significant 
positive relationship with job satisfaction. However, these relied on secondary data 
from survey sources which inferred social capital from proxy measures, and did not 
provide a specific measure of job satisfaction. In light of this, and a government call 
for high-quality workplaces to enhance staff wellbeing, productivity and patient care 
(Boorman, 2009b; Department of Health, 2009; Department of Health, 2010) it was 
considered useful to measure job satisfaction in order to explore its association with 
workplace social capital.
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It is recognised that job satisfaction encompasses the global attitude one has towards 
the job and the extent to which one feels positively or negatively about different 
facets of the job (Spector, 1997). With this in mind, a review of the literature (for a 
systematic review see Van Saane, Sluiter, Verbeek & Frings-Dresen, 2003) identified 
two appropriate measures of job satisfaction; The Abridged Job in General Scale 
(aJIG), an eight item scale providing a global measure of job satisfaction, and the 
Abridged Job Descriptive Index (aJDI; Balzer, 1997), a measure of satisfaction for 
five different job facets (the work itself, pay, supervision, opportunities for 
promotion, and people on the job), each facet comprising of six items. These are 
listed as appendix M. On both measures (aJIG and aJDI) respondents are required to 
indicate their agreement to how much each item describes their current work; 
responses are either “Yes, it describes the work”, “No, it does not describe the 
work”, or “?, you cannot decide”. Once coded and items appropriately reversed, the 
aJIG provides a total score varying from 8-24, and the aJDI provides a total score for 
each facet ranging from 6-18, with higher scores indicating higher satisfaction. Full 
versions of the scales are available and would be considered more psychometrically 
robust, but in combination with other scales contained within the current study they 
were considered too lengthy to incorporate in the test battery. The aJIG and the aJDI 
are considered to retain good psychometric properties with Cronbach alpha for the 
aJDI reported as 0.91 (Ironson, Smith, Brannick, Gibson & Paul, 1989) and 
Cronbach alpha coefficients above 0.75 for all the facets of the aJIG (Stanton et. al., 
2001; Russell et. al., 2004).
Physical health. Previous research on workplace social capital has identified 
a positive association with physical health. Higher workplace social capital has been 
associated with better self-rated health amongst employees (Kouvonen et. al., 2006; 
Liukkonen et. al., 2004; Oksanen et. al., 2008; Suzuki et. al., 2010) and with reduced 
mortality rates (Oksanen et. al., 2011b). These studies primarily assessed health 
through self-report to the single item: “Would you say that in general your health is 
excellent, very good, good, fair or poor”. Ratings were provided as follows: 5= 
“Excellent”, 4 = “Very good”, 3 = “good”, 2 = “Fair”, 1 = “Poor”. This is one of 
the most widely used measures of physical health status and its reliability and 
validity is well evidenced in the literature (Krause & Jay, 1994; Stewart & Ware, 
1992; Bowling, 2005). In light of its inclusion as part of a lengthy test battery, its
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nature as a single item measure was felt to be highly beneficial to reduce demand on 
the participants. To supplement this single question, participants were also asked to 
record the number of days they had taken off work due to ill health in the last year. 
For the purpose of analysis this was divided into categories (none, 1-5, 6-10, 11-14, 
15+). These questions were included in the background questions listed as appendix 
N.
Participant characteristics. Data were collected on a range of participant 
demographics and characteristics in order to control for potential confounding effects 
and identify any patterns of interest with the independent variable (appendix N). 
Participants were asked to complete demographic information such as gender, age, 
marital status, and whether they considered themselves to belong to an ethnic 
minority or have a disability. Data was also collected on the participant’s job role as 
previous research indicates associations between employee health and the type of 
employment (de Cuyper, de Jong, De Witte, Isaksson, Rigotti & Schalk, 2008; 
Michie & Williams, 2003). Data was collected on occupational group, professional 
role within the group, contracted hours (full-time, part-time, part-time hourly paid), 
how many hours worked, type of contract (permanent, temporary), whether the role 
involved managing staff or having face-to-face contact with patients, and length of 
time continuously employed in the trust.
Statistical Analysis
The on-line survey allowed data to be transferred directly to IBM® SPSS® Statistics 
19 for Microsoft Windows and all data analysis was completed using this 
programme.
Data was visually inspected for incomplete responses. In accordance with the 
consent procedure these were taken as indicative of participant withdrawal and the 
participant’s data was removed from the final data set. Data was visually assessed for 
normality using histograms and comparison of mean and median values, and 
boxplots identified any outliers. This was necessary in order to examine whether the 
data conformed to the assumption of normality, a prerequisite for use of parametric 
tests, and to identify any anomalous data which might influence the results. 
Cronbach’s alphas were calculated for each measure (and subscales within these 
measures) to assess internal reliability.
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Initial analyses described characteristics of the sample, including participant 
demographics and job characteristics. Descriptive statistics were calculated for all 
measures including the SMWSC by total score, and vertical, horizontal, cognitive 
and structural subscales; the SPANE positive affect subscale and negative affect 
subscale; the SWLS; the PSS; the aJIG; and the aJDI by all five facet subscales. 
Independent Samples T-Tests and One Way Analysis of Variance were used to 
compare reported levels of workplace social capital between sample groups and 
identify significant differences in scores. For examination of the main study 
hypotheses, Pearson correlation coefficients were used to identify the strength and 
direction of relationships between workplace social capital (overall score and the 
four component subscales) and variables measured by interval scales; SPANE 
positive and negative affect, SWLS and PSS. Spearman Rho correlation coefficients 
were used for the remaining ordinal scales; aJIG, aJDI, and measures of physical 
health. Linear regression models with a quadratic component were fitted for the 
principal variables to assess for non-linearity in the relationship. William’s T2 
statistic (Williams, 1959) was calculated to compare correlation coefficients between 
dimensions of workplace social capital and variables of interest. This statistical tests 
allows the comparison of two correlation coefficients calculated from the same 
sample (Steiger, 1980) and is considered to have the best overall statistical properties 
for this form of statistical comparison (Hittner, May & Silver, 2003). The 
calculations were completed using a computer programme provided by Fife-Shaw 
(2013).
134
Results 
Descriptive Statistics
Response rate. The flow chart in figure 1 describes the response rate leading 
to the final sample size. Recruitment through the Trust e-bulletin, staff intranet and 
cascading via managers led to responses from 320 participants providing a response 
rate of approximately 10 per cent. At the initial stage of the survey, 5 participants 
declined to give consent for their data to be used, automatically excluding them from 
the final sample. A further 50 participants had incomplete data sets taken to be 
indicative of withdrawn consent, and therefore their data was also excluded. This led 
to a final participant sample of 265 included for analysis.
Pool of > 3,000 staff across 200 services
Total questionnaires used in analysis 
N = 265
Online questionnaires started 
n = 320
Exeluded from analysis: 
Deelined eonsent n = 5 
Questiormaire ineomplete n = 50
Figure 1. Flow chart to describe response rate leading to final sample size.
Participant descriptives. The demographics and job characteristics of the 
participant sample are presented in Table 2 and Table 3. The majority of respondents 
(n=219) were female (82.6%) and 46 (17.4%) were male. There were no participants 
in the lowest (16-20 years) and highest (65+) age categories, leading to an age range 
of 21 to 64 years and a median age category of 41-50 years old.
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Table 2.
Summary ofparticipant demographics fo r  the sample
Participant characteristic N %
Sex
Female 219 82.6
Male 46 17.4
Age
16-20 0 0
21-30 39 14.7
31-40 60 22.6
41-50 75 28.3
51-64 91 34.3
65+ 0 0
Member of an Ethnic Minority
Yes 46 17.4
No 219 82.6
Marital status
Unmarried 41 15.5
Married 150 56.6
Co-habiting 40 15.1
Divorced / Separated 34 12.8
Reports having a disability
Yes 18 6.8
No 247 93.2
The majority of participants had permanent contracts (n=242, 91.3%) and worked 
full-time (n=194, 73.2%). Approximately a third of respondents (n=84, 31.7%) 
managed staff in the Trust, and the majority of staff had face-to-face contact with 
patients (n=241, 90%). However, the frequency of contact with patients varied, with 
75.5% of staff having ‘frequent’ contact, and 15.5% having ‘occasional’ contact. The 
largest proportion of participants (n=100, 37.7%) worked in Adult Mental Health, 
followed by Older Adult Mental Health (n=46, 17.4%), Learning Disability Services 
(n=40, 15.1%), and Corporate Services (n=37, 14%). Only a small proportion of 
respondents worked in Children and Young People’s Services (n=24, 9.1%) or 
Specialist Services (n=18, 6.8%). Across all services, respondents were most 
commonly employed as Therapists (n=78, 29.4%), Admin and Clerical staff (n=59, 
22.3%) and Nurses (n=42, 15.8%).
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Table 3.
Summary ofparticipant job characteristics for the sample.
Participant job characteristic N %
How many years continuously worked for Trust?
Less than 1 29 10.9
1-2 36 13.6
3-5 54 20.4
6-10 52 19.6
11-15 28 10.6
15 + 66 24.9
Current post
Permanent/Open ended 242 91.3
Non-Permanent/T emporary 23 8.7
Hours of work
Full-time 194 73.2
Part-time 71 26.8
Part-time hourly paid 0 0
Average paid hours per week
<20 20 7.5
20-40 228 86
41-50 16 6
51-60 1 0.4
Manage staff
Yes 84 31.7
No 181 68.3
Face-to-face contact with patients
Yes, frequently 200 75.5
Yes, occasionally 41 15.5
No 24 9.1
Service worked in
Adult Mental Health 100 37.7
Older Adult Mental Health 46 17.4
Children & Young People’s Services 24 9.1
Learning Disabilities 40 15.1
Specialist Services 18 6.8
Corporate Services 37 14
Role within service
Medical 14 5.3
Nursing 42 15.8
Therapies 78 29.4
Healthcare Assistant and other support staff 24 9.1
Social Care 12 4.5
Admin & Clerical 59 22.3
Managerial 29 10.9
Estates and Hotel Services 7 2.6
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Reliability of measures. Cronbach’s alpha coefficients provide an estimate 
of the internal reliability of psychometric scales. Cronbach’s alpha for the measures 
used in the study are listed in Table 4. All demonstrated acceptable or good levels of 
internal consistency with values above the accepted level of 0.7 (Cronbach, 1951).
Particular attention was given to analysing the reliability of the workplace social 
capital measures, given that their psychometric properties are less established than 
other variables in the study. Cronbach’s alpha for the Short Measure of Workplace 
Social Capital (SMWSC) was high (a = .91), corrected item-total correlations were 
all above .65, and alpha was not increased if any item was deleted. Previous 
psychometric evaluation (Kouvonen et. al., 2008a) suggests that the SMWSC can be 
broken down into component subscales providing a measure of horizontal and 
vertical workplace social capital. In the current study, alpha levels for horizontal (a = 
0.92) and vertical subscales (a = 0.95) indicated high levels of internal reliability. 
Oksanen (2009) reports that the SMWSC provides a measure of cognitive and 
structural workplace social capital but does not provide any psychometric data for 
these subscales. In the current study, alpha levels for the cognitive and structural 
subscales were 0.75 and 0.85 respectively, indicating acceptable levels of internal 
reliability.
Cronbach’s alpha for the Additional Measure of Workplace Social Capital 
(AMWSC) was lower than for the SMWSC but acceptable with a value of 0.74. It 
was not increased if any of the scale items were removed. However, the inter-item 
correlations were generally low (mean inter-item correlation = 0.26) and a number of 
the items had a corrected item-total correlation of less than the accepted vale of 0.3 
(Field, 2005). This suggests that the items may not be measuring the same underlying 
characteristic and questions the internal reliability of the scale. Cronbach’s alpha 
were calculated for each subscale (cognitive, structural, horizontal and vertical) when 
the AMWSC were combined with the relevant SMWSC items. Appendix H lists the 
items composing each subscale, respective Cronbach’s alphas and the inter-item 
correlation matrix. Cronbach’s alphas indicated that adding the AMWSC items to the 
SMWSC lowered the internal reliability of each subscale. The exception to this was 
for the cognitive subscale in which the additional items increased alpha from 0.75 to 
0.82. After consideration of these findings, it was decided not to include the
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AMWSC items in further analysis of the individual dimensions of workplace social 
capital. Psychometric evaluation indicated questionable reliability of individual items 
and they did not serve to increase the overall internal reliability of the scales. In 
regards to the cognitive subscale, the additional AMWSC items increased reliability 
but not substantially, and their inclusion would prevent comparison to other studies 
using the SMWSC. Overall, the SMWSC was considered to be a more reliable 
indicator of workplace social capital and used as the principal measure for the 
analyses.
Data distribution and outliers. Visual inspection of the data using 
histograms (appendix O) showed the data for the variables of perceived wellbeing 
(SPANE positive and negative affect, SWLS, PSS) and physical health measures to 
be approximately normally distributed. Comparison of the mean and median values 
for each variable identified little difference in value, further suggesting normality in 
distribution. Therefore parametric statistics (Pearson correlation, ANOVA and t- 
tests) could be used as intended. Scores for measures of job satisfaction (aJIG, aJDI) 
did not show normal distribution. However, given the ordinal nature of these scales, 
Spearman’s correlation, a non-parametric test, could be used for analysis.
Box plots were generated by SPSS and used to identify outliers. One outlier was 
identified on the SPANE negative affect scale. Data for this participant was 
examined but there was no evidence that it was not completed genuinely and its 
removal did not substantially affect the correlation coefficients. Therefore it was 
retained in analysis.
Summary of scores. Table 4 and 5 present the descriptive statistics and 
Cronbach’s alpha coefficients for the principal measures used in the analysis.
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Table 4.
Descriptive statistics, including internal reliability, for measures o f  workplace social 
capital, subjective wellbeing and job satisfaction.
Variable (n = 265)
Obtained
Range
Min Max
M X (SD) a
Short Measure of Workplace 
Social Capital (SMWSC) 
Overall score
1 5 3.38 3.31 (0.94) 0.91
SWWSC horizontal component 1 5 3.20 3.13(1.01) 0.92
SWMSC vertical component 1 5 4 3.6 (1.17) 0.95
SWMSC cognitive component 1 5 3.33 3.25 (0.96) 0.75
SMWSC structural component 1 5 3.40 3.34 (0.95) 0.85
SPANE Positive Affect 9 30 20 20.06 (4.27) 0.9
SPANE Negative Affect 6 30 16 16.03 (4.33) 0.84
Satisfaction with Life Scale 5 30 19 17.95 (6.18) 0.9
Perceived Stress Scale 2 35 18 18.29 (6.6) 0.87
Perceived Job Satisfaction:
Abridged Job in General 
Scale 0 24 18 16.11 (6.82) 0.87
Abridged Job Descriptive 
Index (aJDI) Work facet 0 18 12 11.25 (6.21) 0.83
aJDI, Pay facet 0 18 10 9.48 (3.95) 0.86
aJDI, Opportunities for 
promotion facet
0 18 3 3.81 (3.95) 0.77
aJDI, Supervision facet 0 18 14 12.23 (5.7) 0.83
aJDI, People on the job 
facet
0 18 15 13.34 (4.77) 0.79
a = Cronbach’s Alpha
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Table 5.
Descriptive statistics for physical health measures.
N Response Trait n % Median
Excellent 35 13.2
Self-rated Very Good 108 40.8
health 265 Good 88 33.2 Very
single item Good
Fair 29 10.9
Poor 5 1.9
None 81 30.6
Number of 1 - 5 122 46
sick days 265 6 - 1 0 28 10.6
1-5
days
1 1 -1 5 11 4.2
15 + 23 8.7
The mean score for workplace social capital across the sample was 3.31 (SD = 0.94) 
suggesting average levels of social capital (a higher score indicates higher social 
capital; range 1-5). This is comparable to previous studies using the Short Measure 
of Workplace Social Capital which report mean values of 3.69 (SD = 0.72; Oksanen 
et. ah, 2011b) and 3.56 (SD = 0.78; Oksanen et. ah, 2011a). The mean (SD) score 
was 3.13 (1.01) for horizontal social capital and 3.60 (1.17) for vertical social capital. 
This pattern is comparable to the only study which reports on the different 
dimensions of workplace social capital; Oksanen et ah reported a mean score (SD) of 
3.50 (0.78) for horizontal social capital and 3.86 (0.97) for vertical social capital.
Independent Samples T-Tests and One Way Analysis of Variance were used to 
identify if levels of perceived workplace social capital (as measured by SMWSC 
total) varied by demographic and workplace characteristics (appendix P and Q). Two 
significant differences were found in workplace social capital across the sample. 
Firstly, participants who reported having face-to-face contact with patients reported 
significantly higher levels of workplace social capital (mean = 3.34, SD = .93) than 
participants who had no contact with patients (mean = 2.92, SD = .97): t=(265)2.41, 
p=.03. Secondly, there was a significant difference in the level of workplace social
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capital reported by respondents belonging to different services (F(5,259)=5.01, p < 
0.00). Post-hoc comparisons using the Tukey HSD test were used to identify where 
these differences lay. This identified that participants working within the Learning 
Disability Services (mean=3.82, SD=.65) reported significantly higher levels of 
workplace social capital than those working within Adult Mental Health (mean=3.15, 
SD=.99), Older Adult Mental Health (mean=3.07, SD=.88) or Corporate Services 
(mean=3.12, SD=.93). This pattern of difference was sustained when comparing 
scores on the dimension of horizontal social capital but not for vertical social capital. 
Those working in the Learning Disability Service reported higher levels of horizontal 
workplace social capital (mean=3.78, SD=.65) than their counterparts in Adult 
Mental Health (mean=3.04, SD=1.00), Older Adult Mental Health (mean=2.81, 
SD=.97) or Corporate Services (mean=2.80, SD=1.07), but there were no significant 
differences in reported levels of vertical workplace social capital. Workplace social 
capital did not significantly differ between the remaining services.
Correlational Analysis
Correlation coefficients were calculated to identity the strength and direction of 
relationships between workplace social capital, participant perceived wellbeing, 
stress, job satisfaction and physical health. Table 6 displays the correlation 
coefficients between measures of workplace social capital and measures of employee 
wellbeing and job satisfaction. A full correlational matrix is available as appendix R.
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Wellbeing and stress. Workplace social capital as measured by the total 
score on the SMWSC was correlated with measures of participant wellbeing. It was 
positively correlated to SPANE Positive Affect (r=0.45) and Satisfaction with Life 
(r=0.29), and inversely related to negative measures of wellbeing including SPANE 
Negative Affect (r=-0.41) and Perceived Stress (r=-0.31). These relationships 
showed medium effect size (Cohen, 1988) and were statistically significant (p<0.01). 
This indicates that higher workplace social capital is associated with increased self- 
rated positive wellbeing, and decreased negative affect and stress within this sample.
When analysed separately, horizontal and vertical components of the SMWSC were 
correlated with measures of wellbeing (see table 6). The correlation coefficient 
between the two components was 0.50 (p<0.01), which is comparable to the 
coefficient of 0.46 reported by Oksanen et. al. (2010). Both components were 
positively correlated with positive measures of perceived wellbeing (SPANE Positive 
Affect and Satisfaction with Life Scale) and inversely related to negative measures of 
wellbeing (SPANE Negative Affect and the PSS). These correlations where 
statistically significant (p<0.01) and showed small to medium effect sizes.
There was a tendency for the strength of the relationship between horizontal 
workplace social capital and each measure of wellbeing to be stronger than the 
respective relationship between vertical workplace social capital and each measure of 
wellbeing. This was particularly true of the relationship between the dimensions of 
social capital and perceived stress; there was a medium negative correlation (r=-0.31) 
between horizontal workplace social capital and PSS, compared to a small negative 
correlation (r=-0.19) between vertical workplace social capital and PSS. A William’s 
T2 statistic of 2.03 (df=262) indicated that these correlations were statistically 
significantly different (p<0.05), suggesting that the association between horizontal 
social capital and perceived stress is stronger than the relationship between vertical 
social capital and perceived stress. William’s T2 statistics comparing the respective 
correlations between horizontal social capital and health variables as to vertical 
social capital and health variables identified no further significant differences. See 
appendix S for William’s T2 statistics.
Cognitive and structural components of the SMWSC were also correlated with 
SPANE positive affect (r= 0.46, r=0.44 respectively) and satisfaction with life (r=0.3.
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r=0.28) and inversely associated with negative measures of wellbeing including 
SPANE negative affect (r=-0.4, r=-0.4) and Perceived Stress (r=-0.32, r=-0.29). 
These showed small to medium effect sizes (Cohen, 1988).
Physical health. Total SMWSC was correlated with self-rated physical 
health (r=0.16, p<0.05) and reported number of sick days (r=-0.15, p<0.01). This 
indicates that those with higher reported levels of workplace social capital perceive 
themselves to have better physical health and report taking fewer days off sick, but 
this effect is small. Correlation coefficients between the individual dimensions of 
workplace social capital and physical health (table 6), indicated that horizontal, 
cognitive and structural social capital were significantly positively correlated 
(p<0.05) with self-rated health and fewer reported days off sick. However, there was 
no significant relationship between vertical social capital and measures of physical 
health. Correlation coefficients were noticeably smaller between workplace social 
capital and measures of physical health than between workplace social capital and 
measures of subjective wellbeing. This suggests that workplace social capital may be 
more strongly associated with psychological or emotional aspects of an individual’s 
wellbeing than with physical health.
Job satisfaction. Overall SMWSC was positively correlated (p<0.01) with all 
measures of job satisfaction, including overall satisfaction as measured by the 
Abridged Job in General Scale (r=0.46) and individual facets of the Abridged Job 
Descriptive Index. The strength of the relationship between SMWSC total and 
individual facets on the aJDI varied greatly from small to large effect sizes; the 
weakest relationships were with pay (r=0.21) and opportunities for promotion 
(r=0.27) and the strongest association was with people on the present job (r=0.52). 
This indicates that higher workplace social capital is associated with higher overall 
job satisfaction. Higher workplace social capital is also associated with higher 
satisfaction with individual aspects of the job, but the strength of this relationship 
varies dependant on the aspect of the job in question.
Horizontal workplace social capital was also significantly positively correlated to all 
measures of job satisfaction (p<0.01). Similar to overall SMWSC, the weakest 
correlations were between horizontal social capital and satisfaction with pay (r=0.22) 
and opportunities for promotion (r=0.24), with small effect sizes. There was a strong
145
positive correlation between horizontal social capital and people on the job (r=0.54). 
Vertical workplace social capital was significantly positively correlated with all 
facets of job satisfaction (p<0.05) other than with the pay facet on the aJDI (r=0.08). 
It had a strong positive correlation with the supervision facet (r=0.67). Cognitive and 
structural components of the SMWSC were also significantly positively correlated 
with all measures of job satisfaction (p<0.01), ranging from small to large effect 
sizes.
William’s T2 statistics (appendix S) indicated that the association between horizontal 
workplace social capital and satisfaction with people on the job was stronger than the 
respective association for vertical social capital: t(262)=-4.26, p<0.0001. Horizontal 
social capital was also more strongly associated with satisfaction with pay (1<262)=- 
2.33, p<0.05) than vertical social capital. However, the reverse was true when 
comparing the associations between these two dimensions of social capital and 
satisfaction with supervision. Here, the association between vertical social capital 
and satisfaction with supervisor was significantly stronger than the respective 
association for horizontal social capital (t(262)=5.67, p<0.0001).
Tests for nonlinearity. Ordinary linear regression models with a quadratic 
component were fitted to check for nonlinearity in the relationship between the 
SMWSC and measures of employee wellbeing and job satisfaction. For all models 
the regression coefficients for the quadratic term were not significantly different 
from zero (p > 0.05 for all models) indicating no evidence of nonlinearity. See 
appendix T for full statistics.
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Discussion
This study explored the concept of self-reported workplace social capital within a 
mental health NHS Trust and its association with employee subjective wellbeing, 
perceived stress and job satisfaction. It was hypothesised that overall workplace 
social capital could be reliably measured within this staff group, as could the 
horizontal, vertical, cognitive and structural dimensions of workplace social capital. 
It was hypothesised that overall workplace social capital and the individual 
dimensions would be positively associated with positive aspects of subjective 
wellbeing, physical health and job satisfaction, and inversely associated with 
negative aspects of subjective wellbeing and perceived stress.
Measurement of Workplace Social Capital
Kouvonen, Oksanen and colleagues developed, psychometrically validated and 
utilised the Short Measure of Workplace Social Capital (SMWSC) in a prospective 
study of employees in the Finnish public sector. Their findings indicated that the 
SMWSC was a reliable and valid measure of workplace social capital amongst this 
population. Although benefitting fi*om large sample sizes (ranging from 9,524 to 
48,592, dependent upon the specific aims of each the studies and inclusion and 
exclusion criteria), these studies drew on the same data source limiting the ability to 
generalise across sample populations. Findings from the current study support the 
first hypothesis; self-reported overall workplace social capital could be reliably 
measured amongst staff within the mental health NHS trust sampled. Reliability 
analysis indicated good internal consistency for the overall SMWSC (Cronbach’s 
alpha = 0.91) and figures were comparable to those reported by Kouvonen et. al. 
(2006) and Oksanen et. al. (2010). This supports the applicability of the SMWSC to 
different work contexts and populations.
It is recognised that social capital is a multidimensional concept, with distinctions 
drawn in the literature between horizontal, vertical, cognitive and structural 
dimensions of social capital (McKenzie & Harpham, 2006). However, few studies on 
workplace social capital had considered these dimensions or investigated whether 
they have differential relationships with employee wellbeing. The SMWSC had the 
advantage of providing a measure of horizontal, vertical, structural and cognitive 
workplace social capital (Kouvonen et. al., 2006). However, psychometric evaluation
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of these subscales is limited. Kouvonen et. al. (2006) provided psychometric 
validation for the scale as a whole, and the horizontal and vertical components. The 
current study is the only research that has used the SMWSC to assess workplace 
social capital outside of the Finnish public sector, and comments on the vertical, 
horizontal, cognitive and structural components of workplace social capital.
Findings of the current study partially support the hypothesis that horizontal, vertical, 
cognitive and structural dimensions of workplace social capital can be reliably 
measured within the mental health NHS trust sampled. Reliability analysis indicated 
good internal consistency for the horizontal (Cronbach’s alpha = 0.92) and vertical 
(Cronbach’s alpha = 0.95) subscales of the SMWSC. These figures are comparable 
to those reported by Kouvonen et. al. (2006) and Oksanen et. al. (2010). 
Additionally, the Pearson correlation coefficient between the two components was 
0.5, comparable to the figure of 0.46 reported by Oksanen et. al. (2010), suggesting 
the two scales are measuring different constructs within workplace social capital. 
However, less support was found for the subscales proposed to measure cognitive 
and structural components of workplace social capital within the SMWSC. The 
Pearson correlation coefficient between the two components was 0.92. Correlations 
between cognitive social capital and the dependant variables, and the respective 
correlations between structural social capital were remarkably similar; for example, 
the correlation between cognitive social capital and positive affect was 0.45 
compared to 0.44 between structural social capital and positive affect. This might 
suggest that the two scales are not measuring distinct constructs. Oksanen and 
colleagues did not provide psychometric properties for these two subscales in their 
published studies and therefore comparison is not possible.
There is consensus in the literature that assessment of different dimensions, including 
cognitive and structural dimensions, is warranted (Kawachi et. al., 2004). The current 
study developed additional questions to supplement the SMWSC with the aim of 
fulfilling this gap in the research and strengthen the subscales measuring the different 
dimensions of workplace social capital. However, reliability analyses indicated that 
adding these items to the SMWSC lowered the internal reliability of the subscales 
and therefore these additional items were not utilised in correlational analyses. It 
would be important for future research to consider if the SMWSC, or additional
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measures, can be developed to provide a valid measurement of the structural and 
cognitive dimensions of social capital.
Overall Workplace Social Capital and Staff Wellbeing
It was hypothesised that workplace social capital would be positively associated with 
positive measures of subjective wellbeing and self-reported physical health, and 
inversely related to employee negative affect and perceived stress amongst mental 
health NHS trust staff. The current findings supported this hypothesis. Higher 
reported workplace social capital was associated with increased employee positive 
affect and satisfaction with life- that is, employees who reported workplace social 
capital to be higher, also reported experiencing more positive feelings over the past 
four weeks (as measured by the SPANE; Diener et. ah, 2009) and were more likely 
to report liking their lives and feeling that things were going well (as measured by 
the SWLS; Diener et. ah, 1985). Workplace social capital was found to be inversely 
correlated with negative affect and perceived stress- that is, employees who reported 
higher levels of workplace social capital said they experienced less negative feelings 
over the past four weeks (as measured by the SPANE; Diener et. ah, 2009) and that 
they found their lives to be less unpredictable, uncontrollable and overloaded (as 
measured by the PSS; Cohen et. ah, 1983). However, it is important to recognise that 
these conclusions are tentative and no causative conclusions can be drawn due to the 
cross-sectional design of this research. This is discussed further in the section, 
‘Critique and Directions for Future Research’.
The positive association between workplace social capital and wellbeing extended to 
physical measures of health (although the effect sizes were small). Those with higher 
workplace social capital perceived themselves to have better physical health (they 
were more likely to report their health to be good, very good or excellent) and 
reported taking fewer days off sick. The strength of the associations between 
workplace social capital and these two measures of physical health were weaker 
(although remained statistically significant at the significance level of p<0.05) than 
the associations between workplace social capital and the measures of subjective 
wellbeing and stress. No previous studies on workplace social capital have 
commented on this pattern of relationships. This finding tentatively suggests that 
workplace social capital may have a greater impact on an employee’s psychological
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wellbeing than on their physical health. This appears logical, given that social capital 
is a concept bom from the interrelatedness between individuals and hinges on 
psychological phenomena of collective values, convictions and mutual tmst. It may 
be that social capital acts on physical health through a stress buffering model (Cohen, 
Kaplan & Manuck, 1994) which may result in a weaker direct relationship between 
measures of workplace social capital and physical health. This is discussed further 
when considering the pathways between social capital and wellbeing.
These findings provide support for and expand upon the findings of earlier research 
on workplace social capital. They are consistent with those of the Finnish Public 
Sector Studies (FPSS) which found that the higher workplace social capital as 
measured by the SMWSC was associated with reduced symptoms of depression 
(Kouvonen et. al, 2008a; Oksanen et.al., 2010), lower mortality rates (Oksanen et. 
al., 2011b) and increased self-reported physical health (Kouvonen et. al, 2006; 
Oksanen et. al., 2008). This suggests that workplace social capital can be 
meaningfully measured by the SMWSC and is related to a range of health outcomes 
amongst employees across different work contexts. Direct comparison with other 
research on workplace social capital is difficult because of the variation in the study 
context, variables of interest and measures used. However, the findings remain 
consistent with such research; studies have linked higher workplace social capital 
with reduced symptoms of depression (Jung et. al., 2012), reduced psychological 
distress (Miccuci, 2012), lower incidence of emotional exhaustion and burnout 
(Driller et. al., 2011; Kowalski et. al., 2010b), increased self-reported physical health 
(Suzuki et. al., 2010) and engagement in smoking cessation (Sapp et. al., 2010).
Previous studies on workplace social capital have not specifically addressed the 
relationship between social capital and positive affect. Employee wellbeing was 
generally inferred through the absence of psychological distress. For example, low 
scores on measures of perceived psychological distress (such as the General Health 
Questionnaire; Goldberg, 1972) were taken to be indicative of higher perceived 
wellbeing. It is recognised that the absence of negative affect is not the same as good 
wellbeing (Diener et. al., 2009). The current research acknowledges this and expands 
on previous research by providing tentative support that workplace social capital is 
related to increased self-report of positive emotions and satisfaction with life. This is
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particularly relevant if  the enhancement of workplace social capital is to be 
considered a means by which to improve staff wellbeing. This is considered further 
in the section on implications for research.
Dimensions of Workplace Social Capital and Staff Wellbeing
It was hypothesised that self-reported vertical, horizontal, cognitive and structural 
workplace social capital would each be associated with positive measures of 
subjective wellbeing and self-reported physical health, and inversely related to 
employee negative affect and perceived stress amongst mental health NHS trust staff. 
The current findings provide partial support for this.
As hypothesised, higher reported levels of vertical and horizontal workplace social 
capital were significantly associated with increased employee positive affect and 
satisfaction with life, and decreased negative affect and perceived stress. This 
suggests that both the intra- and inter-group relations which link colleagues of a 
similar hierarchical position (horizontal social capital), and those linkages which 
bridge the power differential between employees and managers (vertical social 
capital) are related to the individual psychological wellbeing of the employee. This 
supports findings by Kouvonen et. al. (2006) who found that horizontal and vertical 
components of workplace social capital independently predicted the new onset of 
depression. Horizontal social capital was also found to be positively associated with 
measures of physical health. However, contrary to the hypothesis, vertical social 
capital was not found to be significantly correlated with self-rated health or number 
of reported sick days.
Interestingly, the strength of the relationship between horizontal workplace social 
capital and each measure of wellbeing appeared consistently stronger than the 
respective relationship between vertical workplace social capital and wellbeing. This 
was particularly true of the relationship with perceived stress; the association 
between horizontal social capital and perceived stress was statistically significantly 
stronger than the relationship between vertical social capital and perceived stress. In 
combination with the finding that only horizontal workplace social capital was 
associated with physical health, this suggests that it is important to distinguish 
between horizontal and vertical dimensions of social capital. These two dimensions 
may be differentially associated with employee health and horizontal social capital
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be more influential in this. No previous studies on workplace social capital 
(including the FPSS; Oksanen, 2009; Kouvonen et. al., 2006) have published 
empirical data to this effect. Therefore these findings are tentative and we must be 
cautious in drawing definitive conclusions. A consideration of the mechanisms 
which may underlie this are hypothesised upon in the section on pathways between 
social capital and wellbeing.
Consistent with other findings of this research, cognitive and structural workplace 
social capital were also associated with measures of employee wellbeing and 
physical health. However, as previously mentioned, conclusions must remain 
tentative due to the limited psychometric properties of the subscales measuring these 
dimensions.
Workplace Social Capital and Employee Job Satisfaction
It was hypothesised that overall workplace social capital and the individual 
dimensions of workplace social capital would be associated with job satisfaction. 
Findings supported this. There was a positive association between self-reported 
workplace social capital and self-reported staff job satisfaction. Employees reporting 
higher levels of overall workplace social capital as measured by the SMWSC, also 
reported higher satisfaction with their job overall and with individual aspects of the 
job. However, the strength of these relationships varied. Overall workplace social 
capital was most strongly associated with satisfaction with co-workers and 
supervision, but only weakly associated with satisfaction with pay and opportunities 
for promotion. This tentatively suggests that workplace social capital may be more 
strongly associated with domains of job satisfaction which relate to the inter-relations 
between team members than domains which capture more tangible or concrete 
aspects of the job, such as salary or opportunity for promotion. This is consistent 
with work in other areas of organisational psychology which indicate that pay has 
little relation to job satisfaction and that intrinsic job factors better predict 
satisfaction with work (Judge, Piccolo, Podsakoff, Shaw & Rich, 2010). However, 
one must remain mindful of the possible overlap in constructs; the higher association 
between workplace social capital and the domains of job satisfaction relating to 
interactions with others may simply indicate higher overlap in constructs.
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Horizontal social capital was positively associated with all measures of job 
satisfaction (both overall and individual facets). This pattern held for vertical social 
capital and job satisfaction, but the associations were generally weaker than for the 
relationship with horizontal social capital and there was no evidence of a significant 
correlation between vertical social capital and satisfaction with pay. The correlation 
between horizontal social capital and satisfaction with co-workers was statistically 
significantly stronger than the respective association for vertical social capital. 
Again, this may suggest that the intra- and inter-group relations which link 
colleagues of a similar hierarchical position (horizontal social capital) may be more 
beneficial to the individual employee than the resources conferred to them by 
linkages to managers or supervisors. The understandable exception to this was when 
looking at the relationship between vertical social capital and satisfaction with 
supervision; here, the association between vertical social capital and employee 
satisfaction was significantly stronger than the respective association with horizontal 
social capital. This is as we would expect when considering that vertical social 
capital is specifically capturing the linkage between employees and managers; that is, 
if employees report a better sense of trust, reciprocity and cohesion with those in 
more senior positions, it would make sense that they are likely to rate their supervisor 
more favourably given their place in that hierarchical network.
Job satisfaction has not been routinely measured within research on workplace social 
capital and health. Limited previous research suggests that workplace social capital is 
related to overall job satisfaction (Requena, 2003; Ommen et. al., 2009) thereby 
supporting findings of the current research. However, these do not provide findings 
regarding the different dimensions of social capital. A recent study by Rostami, 
Ghazvini, Farmani and Saraei (2013) suggest that relational and cognitive 
dimensions of workplace social capital were significant predictors of job satisfaction. 
This provides support for the current finding that different dimensions of workplace 
social capital are differentially related to job satisfaction. However, direct 
comparison is difficult because the dimensions of workplace social capital are 
operationalised differently.
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Pathways between Social Capital and Wellbeing
It is well established that individual wellbeing is influenced by a range of 
psychosocial factors, with both individual and social agents acting as risk and 
resilience factors. Therefore there is unlikely to be a single mechanism underlying 
the association between workplace social capital and psychological and physical 
wellbeing and indeed the pathways are likely to be mutually reinforcing. The 
literature on social capital in community contexts has suggested a number of 
pathways by which social capital may influence health and in turn be influenced by 
health (McKenzie & Harpham, 2006). These include the diffusion and promotion of 
health information, increased likelihood that healthy norms and behaviour (such as 
diet and exercise) are adopted, increased social control over deviant health-related 
behaviours (such as smoking), increased access to local resources and services (such 
as community facilities or health services such as smoking cessation programmes, 
mental health services or citizens advice) and psychosocial processes such as support 
and self-esteem. These pathways may also link workplace social capital with health, 
and indeed to date this has generally been the stance taken by research in this area. 
The nature of the current research prevents causative conclusions to be drawn 
regarding the mechanisms and pathways between workplace social capital and 
wellbeing, but hypothesised links are commented on below which could be 
considered for future research.
Higher levels of workplace social capital suggest stronger connections, cohesion, 
shared norms, trust and identification between individuals in the work unit. In its 
simplest form this may directly produce positive psychological states in the 
individual such as a sense of purpose, belonging, security and sense of self-worth 
(Kawachi & Berkman, 2001). In the current study, of the wellbeing measures used, 
workplace social capital was most strongly associated with increased self-reported 
positive affect and decreased negative affect (as measured by SPANE) which would 
support this as a plausible pathway between social capital and subjective wellbeing. 
Increased positive affect may further promote mental and physical health through 
increased motivation for self-care and engagement in health-related behaviours, and 
also through modulation of the neuroendocrine response to stress (Cohen & Wills, 
1985). Strong shared norms within the work unit may further influence wellbeing
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through exerting normative guidance regarding health-relevant behaviours (such as 
physical exercise or help seeking). However, this assumes that the shared norms and 
values are positive. There could be a detrimental effect on wellbeing were the group 
to hold ‘unhelpful’ shared norms such as engagement in smoking or negative views 
regarding mental health. This may encourage individuals within the group to adopt 
such beliefs and behaviours themselves or feel isolated from the group were they to 
hold an alternative viewpoint.
Workplace social capital may also influence employee wellbeing through increased 
access to forms of support, including instrumental, informational and emotional 
support. It is generally well accepted that social support affects an individual’s 
mental and physical health through its influence on emotions, cognitions and 
behaviours (Cohen, 1988). In particular it is considered to ‘buffer’ the negative 
effects of stress (Cooper, Arber, Fee & Ginn, 1999). High workplace social capital 
may provide strong connections between employees providing easy access to 
information and tangible forms of assistance. This may promote wellbeing by 
reducing practical demands on the individual or enhancing their cognitive capability 
to manage stress, such as by enhancing self-efficacy, self-competence and perceived 
coping abilities (Lin & Peek, 1999; Cohen & Wills, 1985). Workplace networks may 
also offer emotional or expressive support. Workplace social capital may allow the 
use of social relations to share sentiments, seek understanding, vent finstration and 
build self-esteem (Lin, Ye & Ensel, 1999) which in turn may improve wellbeing or 
reduce the negative effects of stress.
Findings of the current study tentatively indicate that horizontal workplace social 
capital may be more strongly associated with employee subjective wellbeing, 
perceived stress and self-rated health than vertical workplace social capital. This may 
be due to employees’ spending a larger proportion of their time and having more 
interactions with colleagues of a similar hierarchical position, as opposed to one’s 
manager. High levels of horizontal social capital may offer more opportunity for 
employees to access support, potentially fostering positive emotions through 
developing shared understanding and buffering the effects of stress. Horizontal social 
capital may also produce direct positive psychological states in the individual such as 
a sense of purpose, belonging, security and sense of self-worth (Kawachi &
155
Berkman, 2001). In contrast, vertical social capital refers to the respectful and 
trusting relationships across power differentials- for example, between supervisee 
and supervisor. This form of social capital at work may be less crucial in providing 
emotional support, but act on wellbeing through enabling employees to access 
essential resources and information. Therefore it is possible that horizontal and 
vertical workplace social capital relate to wellbeing through different mechanisms 
and pathways.
The mechanisms linking workplace social capital and wellbeing are unlikely to be 
simplistic. The wider literature indicates that the value of social ties varies by 
individual and contextual characteristics such as gender, socioeconomic position, 
stage of life, and proximity of the network ties (Kawachi & Berkman, 2001). 
Additionally research indicates that an individual’s perception regarding the 
availability, adequacy and quality of support offered by potential network ties is 
more important in resisting distress than actual support (Lin, Ye & Ensel, 1999; 
Wethington & Kessler, 1986). Potentially an individual’s access to the benefits of 
workplace social capital may thus be influenced by individual differences such as the 
individual’s tendency and ability to build ties with others and reap the associated 
benefits. A key factor which may mediate this relationship might be an individual’s 
attachment style. Research shows that attachment in early life is critical to 
psychological development and early attachment style is expected to influence the 
way people regulate their subsequent interpersonal behaviours and emotions 
(Bowlby, 1969; 1988). Secure attachment style has been linked to improved 
wellbeing, and a greater propensity to seek support when needed and have 
relationships characterised by more positive affect, greater trust, commitment and 
satisfaction (for an overview see La Guardia, Ryan, Couchman, & Deci, 2000). 
Therefore it could be hypothesised that an individual’s ability to perceive and utilise 
workplace social capital as a beneficial resource may be contingent on their 
attachment style. A secure attachment style may allow the individual to engage 
successfully with others in the work unit, facilitating the development of shared 
norms and mutual cooperation that are features of social capital, in turn promoting 
wellbeing. Those who are insecurely attached may be unable to benefit from this 
resource. This highlights the potential of a symbiotic relationship between workplace 
social capital and wellbeing. That is, workplace social capital may promote
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wellbeing through the pathways identified above, but in turn an individual’s 
subjective wellbeing and personal characteristics may influence their ability to access 
and contribute to this resource. The impact of individual characteristics, such as 
attachment style, on the association between workplace social capital and employee 
wellbeing has not been explored. There is a need for further research in this area.
The above explanations provide plausible pathways for the relationship between 
workplace social capital and individual wellbeing, but alone they appear to neglect to 
fully account for the shared aspect of the work environment which is key to the 
principle of workplace social capital. It is important to consider that within a 
workplace unit, the individual will be both influenced by and be an influence on the 
group. Research on shared social processes recognise that an individual’s attitude, 
behaviour and mood, and therefore arguably their wellbeing, are affected by the 
properties of the group and contacts (Salancik & Pfeffer, 1978). For example, mood 
linkage, affective sharing and emotional contagion theories (Kelly & Barsade, 2001; 
Cote, 2005; Barger & Grandey, 2006) argue that affective states, can be passed 
between members of a group by conscious and unconscious processes. It could be 
suggested that workplace social capital may increase this process of affective sharing 
due to the reciprocal links, trust and sense of cohesion it offers between members. 
Thus the emotional wellbeing of the wider group may be of relevance to the 
individual’s wellbeing. Research on the role of trust (considered a key component of 
workplace social capital) and job satisfaction offer support for the contagion 
hypothesis and its possible links to social capital. Agneessens & Wittaker (2008) 
found that an individual’s job satisfaction was influenced by the satisfaction of his 
close contacts in the workplace; reporting higher levels of trust with another 
employee who reported being satisfied with the job increased the likelihood that the 
individual would become more satisfied, whilst he would become less satisfied if the 
people he trusts have a low level of satisfaction. If trust is taken as a proxy measure 
of workplace social capital this tentatively suggests that those reporting high 
workplace social capital are likely to be influenced by the emotional affect of those 
around them. This could be either negative or positive dependent upon the emotional 
context of the group, and highlights the need to consider not only the ties between 
employees within the workplace unit, but also the characteristics of these ties and the 
affect to which they provide access (Lin, 2001).
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Critique and Directions for Future Research
Findings of the current study support and expand upon previous research and 
understanding in the area of workplace social capital. The conceptualisation of 
workplace social capital as a multidimensional construct and the use of the Short 
Measure of Workplace Social Capital (SMWSC) has overcome some of the shortfalls 
which characterise research in this area. Many previous studies have not recognised 
the multidimensional nature of social capital which prevents inferences being drawn 
about possible differential effects between the dimensions of workplace social capital 
and employee wellbeing. Use of the SMWSC allowed distinctions to be drawn 
between the effects of horizontal and vertical social capital. This identified some 
important differences in the associations between horizontal and vertical workplace 
social capital and employee wellbeing which have not been identified elsewhere in 
the literature- that is, horizontal workplace social capital may have stronger 
associations with employee wellbeing than vertical workplace social capital. Should 
this association be upheld in future research and causal links be established, this has 
possible practical implications for healthcare organisations wishing to improve the 
wellbeing of their employees.
A range of tools was used to assess employee wellbeing and job satisfaction allowing 
comments to be made regarding the differential effects of workplace social capital on 
a variety of aspects of subjective wellbeing and satisfaction. The use of the Scale of 
Positive and Negative Experience (Diener et. al., 2009) provided a specific measure 
of subjective positive affect, rather than inferring wellbeing from the absence of 
distress which is common in previous studies. This identified that workplace social 
capital is not only associated with reduced negative affect as reported in previous 
research (Kouvonen et. al., 2006; Kouvonen et. al., 2008a; Oksanen et. al., 2008; 
Oksanen et. al., 2010; Jung et. al., 2012) but is also independently associated with 
positive affect. Again, this is important if we are to encourage managers to consider 
the role that workplace social capital might have in increasing employee wellbeing.
The current study has a number of limitations, some of which are common to the 
literature on workplace social capital. One area of weakness relates to the assessment 
of social capital. The study acknowledged the multidimensional nature of social 
capital and was able to confidently comment on the horizontal and vertical
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dimensions. As highlighted in the earlier discussions around the definitions of social 
capital, these two constructs somewhat overlap with the dimensions of bonding and 
bridging social capital (which are akin to the horizontal dimension as they inhere in 
the relationship between similar individuals or groups in the same context) and 
linking social capital (akin to the vertical dimension in which the relationship is 
between different power relations in the network). However, this may be too 
simplistic a distinction to draw and future research might wish to separate these three 
components further and look at the differential impact each has on employee 
wellbeing. The literature also distinguishes between structural and cognitive aspects 
of social capital. The cognitive component refers to the more subjective elements of 
shared values, attitudes and norms, whilst the structural component includes aspects 
related to observable networks between members of a unit and practices which lead 
to collective action (McKenzie & Harpham, 2006). As previously discussed, 
although the authors of the SMWSC report it to tap the cognitive and structural 
components (Oksanen, 2009) they do not provide psychometric properties for these 
two subscales in their published studies (Kouvonen et. al, 2008a; Oksanen et.al., 
2010; Oksanen et. al., 2011b; Kouvonen et. al., 2008b; Kouvonen et. al, 2006; 
Oksanen et. al., 2008; Oksanen, 2009) and the findings of the current study suggest 
that the two sub scales may not be measuring distinct constructs. Therefore, it was not 
possible to confidently comment on the impact of these components of workplace 
social capital on employee health which is a significant limitation of the study. As 
discussed previously, in an attempt to overcome this limitation additional questions 
were developed to enhance the structural and cognitive subscales of the SMWSC. 
However, this was not successfully achieved and remains an area for future research.
In particular, thought needs to be given to developing tools which adequately 
measure the ecological element of social capital. The current study is limited by its 
reliance on individual self-report as a measure of workplace social capital. It is 
common within the literature that individual perceptions of social capital are 
aggregated to provide an indicator of group social capital (McKenzie & Harpham, 
2006). However, the validity of this is questioned as this method may be confounded 
by characteristics of the individual and it may not adequately capture the group 
elements of social capital. Observational measures of group structure are needed for 
the workplace. Suggested measures of structural social capital in the community
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include per capita number of public spaces, number of and participation in 
community or voluntary organisations, and voting rates (McKenzie & Harpham,
2006). In relation to the workplace, parallel avenues for questions might be the 
number of team meetings held, the number of employees who attend said meetings, 
the number of shared communal spaces or employee response rate to staff surveys. 
Ideally, these measures would be recorded by an independent observer rather than 
relying on self-report by individual employees or managers. The necessary data 
might be obtainable from minutes of meetings or survey response rates.
Reliance on self-report measures may mean that the findings are confounded by 
individual factors. For example, as discussed previously an individual’s report of 
workplace social capital is reliant on their perceptions which may be influenced by 
intrinsic characteristics such as attachment style (La Guardia et. al., 2000). The 
present study did not measure such features and therefore is unable to examine the 
potential effects these might have on the relationship between workplace social 
capital and the characteristics measured. Future research should look to include 
measures of personal characteristics, such as attachment style, which might influence 
one’s ability to access workplace social capital.
As identified earlier, the findings of the current study may have been limited by the 
sample size. Numbers were sufficient in the overall sample to provide the power to 
detect a medium sized effect. However, analysis of individual components left small 
numbers in some subsample groups lending too low power to conduct subgroup 
analysis. Additionally the sample may lack generalisability. Response rate was low 
(approximately 10 per cent). Personal correspondence with the Trust suggests this is 
a fairly typical response rate to an online survey within the trust and is unlikely to be 
a product of the research topic. Interestingly, one might question if response itself 
may be an indication of social capital as it requires an active effort on the part of the 
respondent to complete the questionnaire for the good of the organisation, with no 
obvious direct benefit to oneself. Therefore the sample may be a particular subset of 
employees with high levels of social capital. Alternatively, it may have been of 
interest to those who were dissatisfied with the organisation, or had particular interest 
in the area of wellbeing. Furthermore all participants were from a mental health NHS 
trust, and therefore there may be homogeneity in the values and norms held amongst
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this subsample. For example, there may be common values regarding the importance 
of mental health which led participants to work for the trust and which might also 
influence the manifestation of workplace social capital in this context. The findings 
may be generalisable to similar trusts in the region with similar demographics, but 
one must be cautious as to further generalisability of these results.
The cross-sectional design of the research is a fiirther limitation. This does not allow 
for the evaluation of causal questions as it provides no evidence on the temporal 
order of events, thereby preventing conclusions being drawn about the direction of 
the association between workplace social capital and measures of employee 
wellbeing. For example, we cannot conclude if higher workplace social capital leads 
to higher subjective wellbeing, or if individuals initially reporting higher subjective 
wellbeing are then better able to build workplace social capital. It may also be that 
the pathway works in both directions, with higher workplace social capital promoting 
subjective wellbeing and vice versa. The cross-sectional design also prevents 
conclusions being drawn about the impact of workplace social capital on the long 
term health performance or retention of employees.
The variables measured throughout the study included subjective wellbeing, 
perceived stress, and satisfaction. These are primarily psychological constructs 
(rather than discrete events) which may correlate and interact with each other. To a 
degree the relationships between the variables are therefore likely to be fluid and the 
correlations inter-related. The use of psychometrically established scales (including 
the Scale of Positive and Negative Affect, Satisfaction with Life Scale, Perceived 
Stress Scale, Job Descriptive Index and Job in General Scale) provided confidence 
that these tools were measuring psychologically distinct, although potentially 
overlapping, constructs (Diener et. al, 1985; 2009; Cohen et. al., 1983; Balzer, 1997). 
There is also potential overlap in the constructs between social capital and the 
measures of wellbeing and satisfaction. In particular, there may be overlap between 
vertical social capital and supervision aspects of job satisfaction (as measured by the 
supervision aspect of the aJDI) given that items comprising these subscales both ask 
for self-report regarding the relationship with one’s supervisor. Further psychometric 
evaluation of these scales is warranted to identify if they are measuring distinct 
constructs.
161
There are suggestions in the literature that there may be an inverse U-shaped effect in 
the relationship between constructs such as trust and social support and individual 
wellbeing. For example, high levels of dense social networks may be a source of 
strain, envy and disappointment resulting in negative effects on health (Ferlander,
2007). In the workplace, control and autonomy are associated with increased 
employee satisfaction and therefore very high levels of trust may be 
counterproductive if it reduces individual control too much (Langffed, 2004). A 
similar pattern may hold true for workplace social capital and wellbeing. Levels of 
workplace social capital past a certain point may result in a negative impact on 
wellbeing if it becomes a source of obligation, strain or exclusion of minorities. 
Statistical analysis did not identify any evidence of nonlinearity in the current sample 
and therefore does not support this hypothesis. However, as addressed elsewhere 
there are limitations to the study including sample size which may have impacted on 
the identification of any such patterns. This ‘negative’ side to workplace social 
capital has not been sufficiently addressed within research on workplace social 
capital and would be an important avenue for future research. A particular research 
question of interest would be if there is an optimal level of workplace social capital 
which maximises employee wellbeing and job satisfaction.
There is a need for future research to use experimental research designs to 
manipulate features of workplace social capital in order to establish causal effects on 
wellbeing. This may consist of intervention studies in which well-defined procedures 
are implemented in an attempt to increase workplace social capital and associated 
effects on employee wellbeing can be monitored. However, in the modem workplace 
which is characterised by constant change and flux, the plausibility of conducting 
such a study is questionable. If resources are available for such studies, they would 
likely be on a small scale limiting generalisability and close attention would need to 
be paid to the many confounding variables that might influence the findings. The 
next best option might be to conduct long term prospective studies with repeated 
measures of workplace social capital and health to allow the identification of trends 
in workplace social capital across time and associated impacts on employee 
wellbeing. Given the current state of flux within the NHS, with many services 
undergoing redesign, this might provide opportunity to engage in longitudinal studies
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which monitor the impact of planned organisational change on workplace social 
capital and associated employee health.
Implications for the Wellbeing of the NHS Workforce
As highlighted in the introduction, government guidelines recognise the need to 
understand factors relevant to promoting staff wellbeing and local NHS trusts and 
strategic health authorities are directed to support the development of effective local 
staff health and wellbeing strategies (Department for Work and Pensions and 
Department of Health, 2008; Department of Health, 2009). On the basis of the 
current findings, one cannot state that there is a direct causal link between workplace 
social capital and employee health. However, in combination with findings from 
previous research, the associations between workplace social capital and a range of 
indicators of employee wellbeing appear robust enough to suggest that this is an 
avenue worthy of consideration when adopting strategies to enhance staff wellbeing 
within the NHS. It may be beneficial for services in the NHS to focus on enabling the 
development of workplace social capital within its teams and preventing its erosion 
during times of organisational change. This may enhance employee wellbeing, 
reduce rates of staff turnover, employee sickness absence, work related stress, and 
staff burnout and exhaustion, and increase job satisfaction. In turn this may increase 
the effectiveness and productivity of the organisation, overall patient care, and 
reduce financial implications.
Specific strategies to build workplace social capital in healthcare organisations and 
other industries are considered elsewhere in the literature (Hofineyer & Marck, 2008; 
Prusak & Cohen, 2001; Leana & Buren, 1999; Lowe, 2002). These highlight the 
need to build and strengthen multiple dimensions of social capital such as groups and 
networks, trust and solidarity, collective action and cooperation, information and 
communication, and social cohesion and inclusion. A consideration of all of the 
strategies leaders can utilise in fostering social capital within the context of the NHS 
is outside the scope of the current research. However, specific strategies bom from 
the current research are noted below.
Findings of the current study indicate that reported workplace social capital varied by 
service type; staff from learning disability services reported the highest levels of 
workplace social capital. It is generally accepted that the source of social capital lies
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in the structure and content of individual’s social relations (Putnam, 1996; Kawachi 
et. al., 2004). Therefore it appears logical that the structure of the work unit will 
influence the level of workplace social capital. Strong or dense ties between 
members of a network may facilitate the flow of information and provide the 
opportunity to build trust, a shared set of norms and sense of cohesion that are key to 
the concept of social capital (Kawachi et. al., 2004). Features of the Learning 
Disability Service such as high multidisciplinary team working, joint commissioning 
of teams between health and social care commissioners and high client need 
requiring collaborative input from multiple staff members (Houghton, Turner & Hall, 
2002; Hardy, Woodward, Woolard & 2007) may enable more access to, and 
development of, network ties facilitating the development of workplace social 
capital. Arguably, this compares to a model of lone practitioner working in adult and 
older adult services in which individual therapy and case management is often the 
principle intervention, limiting contact with others in the work unit. Although the 
results were not significant, it is interesting that the service with the second highest 
level of workplace social capital was Child and Young People’s Services which 
adopts a similar multi-disciplinary model to the Learning Disability service.
This suggests that managers might give consideration to the structure of the team 
itself. Services which adopt multidisciplinary team working and provide regular 
opportunity for contact between colleagues may enhance workplace social capital. 
This might be through increased opportunity for the sharing of knowledge and 
resources, or through increased opportunity to develop cognitive elements such as 
shared trust, norms and social cohesion. This may be hard in services which have a 
high percentage of lone working or where workers may be spending significant 
proportions of time away from other members of their network (for example, 
increased tendency to mobile working, hot desking and other practices which reduce 
staff contact with each other). Additionally, time constraints may lead to the sacrifice 
of non-clinical activities such as team meetings, continued professional development 
(CPD) activities or informal activities such as shared lunch breaks. In time this may 
act to undermine the workplace social capital. Therefore, there may be significant 
benefit to services enabling regular contact between members of the team. This may 
be through practical means such as the scheduling of regular meetings and CPD 
activities, encouraging communication between colleagues away from the office, or
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providing spaces (such as kitchens) where employees can socialise. It may also 
require the fostering of norms and expectations which value the importance of 
engagement; for example, ensuring that team meetings are seen as a priority.
Interestingly, the finding that horizontal social capital is more strongly associated 
with employee wellbeing than vertical social capital, may suggest that strategies to 
enhance social capital should focus on the building of capital between colleagues of a 
similar hierarchical position rather than between employees and managers. For 
example, it may be more beneficial to foster a culture in which colleagues share 
lunch breaks, than it would be to provide regular meetings with managers in which 
wider company information is shared. The two strategies are not mutually exclusive, 
but if resources are limited or change inherently difficult it may be most beneficial to 
focus on strategies which are likely to have the biggest effect on employee subjective 
wellbeing- that is, those which build on networks and enable social capital between 
colleagues.
Current findings that workplace social capital was reported to be lower in adult and 
older adult mental health services than learning disability services may be indicative 
of recent service change. Notably, the adult and older adult mental health services 
have undergone substantial redesign in the years surrounding the current study 
(Young, 2011; SABP, 201 lb). This includes service restructuring and the change and 
loss of staff roles. It may be that this has eroded workplace social capital within these 
teams. For example, a change in team and structure may have led to reduced sources 
of support, trust and cohesion necessary for the sustaining of workplace social 
capital. Support for this notion comes from research by Rondeau and Wagar (2011) 
who investigated the effect of organisational change on the accumulation of 
workplace social capital in Canadian Healthcare Organisations. It was found that 
nurses who were working in services which had implemented development 
initiatives involving changes to the composition and texture of the workforce, such as 
workforce reductions and the use of more contract and temporary workers, reported 
less workplace social capital than colleagues in services which had not undergone 
such changes. This would suggest that service change can negatively impact 
workplace social capital. Interestingly, Glaeser, Laibson and Sacerdote (2002) 
suggested that individuals are more likely to invest in social capital in the community
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when they have longer time horizons in the community- that is, they have the 
intention of staying there. A similar effect may take place in the workplace, with 
higher workplace social capital occurring in work units which are stable and where 
employees have security in retaining their roles, as opposed to services where there is 
the risk of job loss or change.
In light of these findings suggesting that organisational change policies have the 
power to undermine the accumulation of workplace social capital (Rondeau & 
Wagar, 2011), one of the biggest challenges faced by current services in the NHS 
might be how to implement organisational change without eroding workplace social 
capital and its associated benefits for employees. Recent economic and political 
pressures have resulted in significant changes to the NHS, including redesign and 
structuring of local NHS services (Department of Health, 2010; Department of 
Health Payment by Results Team, 2012). A critical (albeit unintentional) 
consequence of such structural change, particularly workforce reduction, is the 
associated destabilising effect it has on members of the team. This may have the 
potential to undermine aspects such as trust, cohesion and sense of belonging within 
the team, and may also result in the loss of shared knowledge and instrumental 
support. Given this, it may be near impossible to engage in service redesign without 
depleting workplace social capital. It highlights the need, however, to plan such 
changes carefully and balance the potential negative effects of such changes 
alongside the positive effects the change is hoping to achieve. Again, given the 
potential importance of horizontal social capital to employee wellbeing, at times of 
change it may be beneficial to invest more in building the networks between 
employees and providing an environment to foster emotional support. This may take 
place through an increase in team meetings or the arrangement of socialising 
opportunities. It is also important to emphasise the potential importance of fostering 
trust and the notion that trust builds when individuals are given no reason to distrust 
(Prusak & Cohen, 2001). Thus where organisational change is unavoidable, due 
consideration should be given to how this can be transparently communicated across 
teams.
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Conclusion
This study aimed to contribute to the literature on workplace social capital through 
an exploration of the relationship between self-reported workplace social capital and 
employee subjective wellbeing, perceived stress and job satisfaction in a previously 
unsampled population. It has the advantages of using a psychometrically validated 
measure of workplace social capital which distinguishes between horizontal and 
vertical components of social capital, allowing comments to be made regarding the 
differential impact of these dimensions on employee subjective wellbeing and job 
satisfaction.
Workplace social capital was found to be significantly positively associated with 
employee subjective positive affect, satisfaction with life, and self-rated health, and 
inversely associated with negative affect and perceived stress. It was also found to be 
associated with employee job satisfaction, particularly regarding satisfaction with co­
workers and supervision. Importantly, horizontal and vertical social capital at work 
were found to have differential associations with measures of subjective wellbeing 
and job satisfaction. Horizontal social capital showed a tendency to be more strongly 
related to measures of employee subjective wellbeing than vertical workplace social 
capital.
Only tentative hypotheses can be drawn regarding the mechanisms which might 
operate between workplace social capital and wellbeing. Hypothesised pathways 
included the role of interpersonal ties, access to forms of support (both instrumental 
and emotional) and the process of affective sharing. Informed by current findings, 
the need to consider how workplace social capital is enabled or eroded within the 
context of the NHS was discussed. Given the current state of change within the NHS 
it may be a challenge to prevent the erosion of workplace social capital within teams. 
However, the generation of workplace social capital, particularly the horizontal 
dimension between colleagues, may be a valuable resource in maintaining employee 
health at this difficult time. Should further research substantiate the current findings, 
local NHS trusts and strategic health authorities could incorporate strategies to build 
workplace social capital into broader employee health and wellbeing strategies. If 
this has the potential to build a healthier workforce it will in turn contribute to better 
patient care and reduce financial implications for the NHS.
167
The study has a number of limitations. Its cross-sectional design prevents causal 
inferences being drawn. To identify possible mediators in the interaction between 
workplace social capital and wellbeing it would be beneficial to include further 
measures of individual characteristics which might potentially affect this association, 
such as attachment style, agreeability, and level of introversion/extroversion. 
Assessment tools need to be developed to account for additional dimensions of social 
capital such as the cognitive and structural dimensions, and ecological measures 
developed to overcome the difficulties of relying on aggregated self-report data as an 
indicator of contextual social capital. Further studies which overcome these 
limitations, particularly intervention studies, are warranted to corroborate these 
findings and further elucidate the pathways between workplace social capital and 
employee wellbeing.
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All external researchers who seek access to the Trust in relation to this study will need to obtain an 
honorary research contract by submitting a research passport, if appropriate, and be issued with a 
SABP letter of access before entering Trust premises. Researchers who have a contractual 
relationship with an NHS body should submit the relevant documentation and request a NHS to 
NHS letter of access. Applications can be accessed on:
http://www.ukcrc.org/reaulationaovernance/researchpassport/
All parties to familiarise themselves and comply with Trust R&D policies and procedures, available 
on the Trust website:
mÊÊBBÊÊÊmmÊÊrnÊÊ^ÊÊÊÊimÊÊÊÊÊÊÊÊÊÊÊÊÊÈÊmiÊÊMÊM
Failure to comply with any of the above may result in withdrawal ot i rust approval.
Please do not hesitate to contact me if you wish to discuss any aspect of this approval.
I wish you well with your study.
Yours Truly
R&D Facilitator 
On behalf of the R&D Office
Sponsor 
[Field Supervisor
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APPENDIX D: Participant online information sheet
UNIVERSITY O F
SURREY
Social capital, w ellbeing and satisfaction  am ongst 
NHS em p loyees  
INFORMATION PAGE
PLEASE READ THE INFORMATION BELOW AND THEN FOLLOW THE INSTRUCTIONS AT 
THE BOTTOM OF THE PAGE.
What is the research about?
This research  is looking at so m e  o f th e  factors th at can a ffec t sta ff w ellbeing and job  
sa tisfaction . In particular, it is looking a t how th e  con n ectio n s within and b etw een  p eop le  in our  
work env iron m en t can im pact our ex p erien ce  of th e  job  and our w ellb eing . This will help us to  
con sid er  how th e  NHS can im prove th e  satisfaction  and w ellbeing o f its staff.
This h as received  a favourable ethical opinion from  th e  University Ethics C om m ittee , and  
R esearch and D evelop m en t approval from  Surrey and Borders Partnership NHS Trust. D ue to  
th e  nature o f th e  research  it d o e s  not require NHS ethical approval.
What will I need to do?
If you are willing to  tak e  part in th is research , p lea se  click on th e  appropriate box a t th e  b ottom  
o f th e  p a ge . This will tak e  you to  a secu re  in ternet s ite  through which you can co m p lete  th e  
online q u estion naire. The qu estion naire  a sk s a range o f q u estio n s abou t your job  and your  
current lifestyle. If you c h o o se  to  tak e  part in th is research you will need  to  read th e  
qu estion naire  and an sw er  all th e  q u estio n s. The m ajority o f th e  q u estio n s sim ply  require you  to  
tick th e  relevan t box to  ind icate your answ er. The qu estion naire  should tak e  a b ou t fifteen  
m inutes to  co m p lete . The q u estio n s are not considered  to  c a u se  d istress or a ffect physical 
health or w ellbeing. The qu estion naire d o e s  not require you to  tell us w ho you a re, or provide  
an y  identifiable deta ils . You will rem ain a n on ym ou s.
Please note that by completing the questionnaire you are providing your consent for 
the data to be used for the purposes of the research outlined on this information 
sheet.
Who will see  my answers?
Raw data from your question naire  will be se e n  by m yself, m y research  su p erv isor  a t th e  
University of Surrey, Linda M orison, and field su perv isor, Sop h ie  H olm es. It will a lso  be se e n  by 
o n e  technician a t th e  U niversity o f Surrey, providing technical support for th e  q u estion n a ire . 
H ow ever, data will not be identifiable ensuring confidentiality  and anon ym ity . T he U niversity  
tea m  will not have  a c c e ss  to  th e  raw data and your participation in th is research  will not 
influence any a sp ec t o f your work.
What will happen to the data?
This research  is being com pleted  a s  part o f training for th e  D octorate in Clinical P sychology . 
Findings will be  availab le to  th e  U niversity o f Surrey Clinical D octorate Program m e and Surrey  
and Borders Partnership NHS Trust by w ay of a written research  report. Findings m ay be  
published in aca d em ic  journais, or p resen ted  a t aca d em ic  co n feren ces . Only su m m ary data  will 
be published, and you wiil not be ab le to  be identified from  th e  data . Data is held and p ro cessed  
in th e  str ic te st confidence and in accordan ce with th e  Data Protection Act (1 9 9 8 ) .
What if I change my mind?
Data is not stored  u n less  you finish th e  qu estion naire. T herefore if you  w ish  to  w ithdraw  during  
th e  qu estion n a ire , sim ply c lo se  th e  in ternet brow ser w indow and your data wili not be kept. 
H ow ever, by com pleting th e  qu estion naire  it is a ssu m e d  th at you g iv e  c o n se n t for th e  data  to  
be used  for th e  pu rp oses of th e  research outlined here.
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What if I have a question or complaint?
If you have any questions or concerns please do not hesitate to contact myself or supervisors, 
using the contact details below. If you would prefer to speak to som eone unrelated to the 
research please contact Barbara Riddell, Co-ordinator of Service User and Carer Involvem ent a t 
the University of Surrey on 01483 689441.
Lead researcher:
Liz Barlow, Trainee Clinical Psychologist 
Email: e.barlow@ surrev.ac.uk
Research supervisor:
Linda Morison, Senior Research Tutor 
Email: l.morison@ surrey.ac.uk 
Tel: 01483 686875
Field supervisor:
Sophie Hoimes, Chartered Consultant Clinical Psychologist, SABP 
Emaii: sophie.holm es@ sabp.nhs.uk
□ I would like to take part in this research (by ticking this box you give consent for your 
data to be used for the purposes outlined above)
□ I do not want to take part in this research
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APPENDIX E: Participant online ending information sheet
UNIVERSITY O F
SURREY
You have now  com pleted th e  questionnaire. 
Many thanks for taking the tim e to  participate in th is research.
Your answ ers have been saved. You can close this internet browser window now.
If you have any questions or concerns please do not hesitate to contact us using the details 
below:
Lead researcher:
Liz Barlow, Trainee Ciinical Psychologist 
Contact email: e.barlow@ surrev.ac.uk
Research supervisor:
Linda Morison, Senior Research Tutor 
Contact email: l.morison@ surrev.ac.uk 
Tel: 01483 686875
Field supervisor:
Sophie Holmes, Chartered Consultant Clinical Psychologist, SABP 
Email: sophie.holm es@ sabp.nhs.uk
If you wish to speak to a m em ber of staff unrelated to the research project please contact 
Barbara Riddeil, Co-ordinator of Service User and Carer Involvem ent a t the University of Surrey 
on 01483 689441, or b.riddell@ surrev.ac.uk.
If you need any emotional support please contact the Sam aritans on 08457 90 90 90, or 
1o@ samaritans.org.
Thank you for your in terest
P o w e r e d b y S a w t o o t h S o f t w a r e . I n c .
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APPENDIX F: Copy of advertising bulletin for staff intranet
STAFF RESEARCH
We’re interested in staff wellbeing and 
job satisfaction: can you help us?
The Department of Health (2009) recognises that "a healthy nation starts with a 
healthy NHS" and it is important that local NHS Trusts support the development of 
staff health and wellbeing strategies.
Research has shown that the connections within and between people (our 'social 
capital’) at work can impact people’s wellbeing and job satisfaction.
We are undertaking further research to explore the impact of social capital on staff 
wellbeing with Surrey and Borders Partnership.
We are looking for staff within SABP to complete a brief online questionnaire.
This will take only approximately 15 minutes to complete and will help us 
consider how we can improve your working environment, iob satisfaction 
and wellbeing.
We would really appreciate your help.
Selecting the link below will take you to a secure online site providing more 
information on the research and access to the questionnaire.
Clicking on this link does not mean you are obliged to take part. Just have a read 
and see if you can help us!
If you’re interested in taking part in this research please click on the link below:
www.fahs.surrev.ac.uk/survev/NHSstaff/
Tf' i^nee Clinicaf Psychobgisf, & Chartered Consuitanf
Clinical Psychologist (Supen/isor)
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APPENDIX G; Copy of the Short Measure o f Workplace Social Capital
PART 5
UNIVERSITY O F
SURREY
Below are eight statements that you may agree or disagree with. Using the 
sliding scale below, indicate your agreement with each item. Please select 
the relevant box. Please be open and honest in your responding.
1. People keep each 
other informed 
about work-related 
Issues in the work 
unit
□
1
Totally
disagree
□
2
□
3
□
4
□
5
Totally
agree
2. We have a 'we 
are together' 
attitude
□
1
Totally
disagree
□
2
□
3
□
4
□
5
Totally
agree
3. People feel 
understood and 
accepted by each 
other
□
1
Totally
disagree
□
2
□
3
□
4
□
5
Totally
agree
4. People in the 
work unit cooperate 
in order to help 
develop and apply 
new ideas
□
1
Totally
disagree
□
2
□
3
: O
4
□
5
Totally
agree
5. Do members of 
the work unit build 
on each other's 
ideas in order to 
achieve the best 
possible outcome?
□
1
Very
little
□
2
□
3
□
4
□
5
Very
much
6. Our supervisor 
treats us with 
kindness and 
consideration
□
1
Totally
disagree
□
2
□
3
□
4
□
5
Totally
agree
7. Our supervisor 
shows concern for 
our rights as an 
employee
□
1
Totally
disagree
□
2
□
3
□
4
□
5
Totally
agree
8. We can trust our 
supervisor
□
1
Totally
disagree
□
2
□
3
□
4
□
5
Totally
agree
(Kouvonen e t al., 2006)
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APPENDIX H: Subscale combinations for the dimensions of workplace social 
capital and inter-item correlation matrix
Item
number Short Measure of Workplace Social Capital (Kouvonen et. ai., 2006)
1 People keep each other informed about work-related issues in the work- 
unit
2 We have a ‘we are together’ attitude
5 People feel understood and accepted by each other
4 People in the work unit cooperate in order to help develop and apply 
new ideas
5 Do members of the work unit build on each other’s ideas in order to 
achieve the best possible outcome?
6 Our supervisor treats us with kindness and consideration”
7 Our supervisor shows concern for our rights as an employee
8 We can trust our supervisor
Additional Measure of Workplace Social Capital
9 Approximately how often are work-related soeial events organised? 
(This refers to any event in which you socialise with colleagues and 
peers from the work setting that is not compulsory to attend.)
10 If work-related soeial events are organised, how likely would you be to 
attend them?
11 If you had a work-related difficulty (for example, you were unsure how 
to complete a task), how likely would you be to ask for help from a 
colleague?
12 If you had a work-related difficulty (for example, you were unsure how 
to complete a task), how likely would you be to ask for help from a 
more senior member of staff, such as your manager or supervisor?
13 If you noticed that a colleague was struggling to complete a task for a 
deadline, how likely would you be to offer help to complete the task 
(assume that you have the knowledge to help them)?
14 If you had a personal crisis (such as the breakdown of a relationship, or 
severe illness within the family), how likely would you be to seek 
support from a more senior member of staff, such as your manager or 
supervisor?
15 If you had a personal crisis (such as the breakdown of a relationship, or 
severe illness within the family), how likely would you be to seek 
support from your peers or colleagues?
16 How involved do you feel you are in deciding on changes introduced at 
work which affect your work area/team/ department?
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APPENDIX I: Copy of questions included in the Additional Measure of Workplace 
Social Capital
UNIVERSITY O F
SURREY
PART 6
Below are eight questions. Please answer each question by selecting the 
relevant box on the sliding scales listed next to each question.
1. Approximately how often are work-related social events organised? 
(This refers to any event in which you socialise with colleagues and 
peers from the work setting that is not compulsory to attend.)
□
5
Very 
Frequently
□
1
Never
□
2
Rarely
□ □
3 4
Occasionally Frequently
2. I f  work-related social events are organised, how likely would you be 
to attend them?
Definitely
Not
2
Quite
Unlikely
3
Maybe Quite Likely Definitely
3. I f  you had a work-related difficulty (for example, you were unsure 
how to complete a task), how likely would you be to ask for help from a 
colleague?
Definitely
Not
2
Quite
Unlikely
3
Maybe Quite Likely Definitely
4. I f  you had a work-related difficulty (for example, you were unsure 
how to complete a task), how likely would you be to ask for help from a 
more senior member of staff, such as your manager or supervisor?
^  2 ° o □
Definitely Quite ^ ^  ^
Not Unlikely Maybe Quite Likely Definitely
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APPENDIX I (contd.)
5. I f  you noticed that a colleague was struggling to complete a task for a 
deadline, how likely would you be to offer help to complete the task 
(assume that you have the knowledge to help them)?
□ □
1 2
Definitely Quite
Not Unlikely
□
3
Maybe Quite Likely Definitely
6. I f  you had a personal crisis (such as the breakdown of a relationship, 
or severe Illness within the family), how likely would you be to seek 
support from a more senior member of staff, such as your manager or 
supervisor?
Definitely
Not Quite Unlikely
3
Maybe Quite Likely Definitely
7. I f  you had a personal crisis (such as the breakdown of a relationship, 
or severe Illness within the family), how likely would you be to seek 
support from your peers or colleagues?
Definitely
Not
□ □
2 3
Quite Unlikely Maybe Quite Likely Definitely
8. How Involved do you feel you are In deciding on changes Introduced 
at work which affect your work area/team/ department?
Not at all 
Involved
2
A little 
Involved
Somewhat
involved
4
Quite
Involved
5
Very
involved
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APPENDIX J: Copy of the Scale of Positive and Negative Experience
UNIVERSITY OF
SURREY
PART 1
Please think about what you have been doing and what you have been 
experiencing during the past four weeks. Then report how much you 
experienced each of the following feelings using the scale below.
1
Very 
rarely 
or never
2
Rarely
3
Sometimes
4
Often
5
Very 
often or 
always
Positive □ □ □ □ □
Negative □ □ □ □ □
Good □ □ □ □ □
Bad □ □ □ □ □
Pleasant □ □ □ □ □
Unpleasant □ □ □ □ □
Happy □ □ □ □ □
Sad □ □ □ □ □
Afraid □ □ □ □ □
Joyful □ □ □ □ □
Angry □ □ □ □ □
Contented □ □ □ □ □
(Diener et. al, 2010)
2 0 1
APPENDIX K: Copy of the Satisfaction with Life Seale
UNIVERSITY OF
SURREY
PART 2
Below a re  five s ta te m e n ts  th a t  you m ay  a g re e  o r d is a g re e  w ith . Using th e  sc a le  below , 
in d ica te  y o u r a g r e e m e n t  w ith e a ch  item . P lease  be  o p en  an d  h o n e s t  in y o u r 
resp o n d in g .
Strongly
agree
Agree Slightly
agree
Neither
agree
nor
disagree
Slightly
disagree
Strongly
disagree
In most ways 
my life is close 
to my ideal
□ □ □ □ □ □
The conditions 
of my life are 
excellent
□ □ □ □ □ □
I am satisfied  
with my life
□ □ □ □ □ □
So far I have 
gotten the 
important 
things I want in 
life
□ □ □ □ □ □
If I could live 
my life over, I 
would change 
almost nothing
□ □ □ □ □ □
(D iener, Emmons, Larson, & Griffin, 1 9 8 5 )
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APPENDIX L: Copy of the Perceived Stress Scale
PART 3
UNIVERSITY OF
SURREY
The questions in this scale ask you about your feelings and thoughts 
during  the las t m onth. In each case indicate how often you felt that 
way by selecting the relevant number.
0 1 2 3 4
Never Almost
Never
Sometimes Fairly
Often
Very
Often
In th e  la s t  m o n th ,
how o f ten  h a v e
1
you b e e n  u p s e t  
b e c a u s e  of □0
□ □ □ □
so m e th in g  t h a t 1 2 3 4
h a p p e n e d
u n e x p e c te d ly ?
In th e  last m o n th .
how  often  h av e
2
you felt t h a t  you 
w e re  u n ab le  to □0
□ □ □ □
contro l th e 1 2 3 4
im p o r ta n t  th in g s  in
yo u r  life?
In t h e  last  m o n th .
how o f ten  h a v e □ □ □ □ □a you felt n e rv o u s  
an d  " s t r e s s e d " ?
0 1 2 3 4
In th e  last m o n th .
how o f ten  h av e
4 you felt conf iden t □ □ □ □ □a b o u t  y o u r  ability 
to  hand le  y o u r  
pe rso n a l  p ro b lem s?
0 1 2 3 4
In th e  la s t  m o n th .
how  o f ten  h av e □
05 you felt  t h a t  th in g s
□
1
□
2
□
3
□
4
w e re  going y o u r
w ay?
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6 In t h e  last m o n th ,  
how o f ten  h av e  
you found  th a t  you 
could no t  c o p e  with 
all th e  th in g s  t h a t  
you h a v e  had  to  
do?
□
0
□
1
□
2
□
3
□
4
7
In th e  la s t  m o n th ,  
how o f ten  h a v e  
you b e e n  ab le  to  
contro l ir r i ta t ions 
in y o u r  life?
□
0
0
1
□
2
□
3
n
4
8
In th e  last m o n th ,  
how o f ten  h av e  
you felt t h a t  you 
w ere  on to p  of 
th in g s?
□
0
□
1
o
2
□
3
□
4
9
In th e  la s t  m o n th ,  
how  o f ten  h a v e  
you b e e n  a n g e r e d  
b e c a u s e  of  th in g s  
t h a t  w e re  o u ts id e  
of  y o u r  con tro l?
□
0
0
1
□
2
□
3
□
4
1 0
In th e  last  m o n th ,  
how often  h av e  
you felt difficulties 
w ere  piling up so 
high th a t  you could 
n o t  o v e rc o m e  
th e m ?
□
0
□
1
□
2
□
3
□
4
(Cohen, Kamarck, & M erm elstein,1983)
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APPENDIX M: Copy of the abridged Job Descriptive Index and abridged Job in 
General Seale
PART 4
UNIVERSITY OF
^  SURREY
Work on Present Job
Think of the work you do at present. How well does each of the following 
words or phrases describe your work? Select the relevant box.
Yes, it 
describes your 
work
No, it does 
not describe 
your work
?, if you 
cannot 
decide
Fascinating □ □ □
Satisfying □ □ □
Good □ □ □
Exciting □ □ □
Rewarding □ □ □
Uninteresting □ □ □
Pay
Think of the pay you get now. How well does each of the following words or 
phrases describe your present pay? Select the relevant box.
Yes, it 
describes your 
work
No, it does 
not describe 
your work
?, if you
cannot
decide
Barely live on 
income
□ □ □
Bad □ □ □
Well paid □ □ □
Underpaid □ □ □
Comfortable □ □ □
Enough to live on □ □ □
OoDortunitles for oromotion
Think of the opportunities for promotion you have now. How well does each of 
the following words or phrases describe these? Select the relevant box.
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APPENDIX M (contd.)
Yes, it 
describes your 
work
No, it does 
not describe 
your work
?, if you 
cannot 
decide
Good 
opportunities for 
promotion
□ □ □
Opportunities 
somewhat limited
□ □ □
Dead end job □ □ □
Good chance for 
promotion
□ □ □
Fairly good 
chance for 
promotion
□ □ □
Regular
promotions
□ □ □
Supervision
Think of the kind of supervision that you get on your job. How well does 
each of the following words or phrases describe this? Select the relevant 
box.
Yes, it 
describes your 
work
No, it does 
not describe 
your work
?, if you 
cannot 
decide
Praises good 
work
□ □ □
Tactful □ □ □
Influential □ □ □
Up to date □ □ □
Annoying □ □ □
Knows job well □ □ □
People on vour present iob
Think of the majority of people with whom you work or meet In 
connection with your work. How well does each of the following words or 
phrases describe this? Select the relevant box.
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APPENDIX M (contd.)
Yes, it 
describes your 
work
No, it does 
not describe 
your work
?, if you 
cannot 
decide
Boring □ □ □
Slow □ □ □
Responsible □ □ □
Smart □ □ □
Lazy □ □ □
Frustrating □ □ □
Job in General
Think of your job in general. All in all, what is it like most of the time? 
Select the relevant box.
Yes, it 
describes your 
work
No, it does 
not describe 
your work
?, if you 
cannot 
decide
Good □ □ □
Undesirable □ □ □
Better than most □ □ □
Disagreeable □ □ □
Makes me 
content
□ □ □
Excellent □ □ □
Enjoyable □ □ □
Poor □ □ □
(Bowling Green S tate University, 1 9 7 5 -2 0 0 9 )
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APPENDIX N: Background questions collecting data on participant and job 
eharaeteristies including physical health.
UNIVERSITY O F
Background Questions SURREY
Your gender:
□ Fem ale
□ Male
Your a g e  In years:
□ 1 6 -2 0
□ 2 1 -3 0
□ 3 1 -4 0
□ 4 1 -5 0
□ 5 1 -6 4
□ 6 5 +
Do you consider yourse lf to  belong to  an ethn ic  minority?
□ Yes
□ No
Marital sta tu s:
□ Unmarried
□ Married
□ Co-habiting
□ D ivorced /Separated
Do you consider yourse lf to  have  a disability?
□ Yes
□ No
Would you sa y  that in genera l your health is:
□ E xcellent
□ Very good
□ Good
□ Fair
□ Poor
A pproxim ately how m any days have  you been  off work d u e to  ill health in th e  la st year?
□ None
□ 1 to  5
□ 6 to  10
□ 11 to  15
□ More than 15
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APPENDIX N (contd.)
How m any y ea rs have  you w orked continuou sly  for th is Trust?
□ Less than 1
□ 1 -2  y ea rs
□ 3 - 5  y ea rs
□ 6 -1 0  y ea rs
□ 1 1 -1 5  y ea rs
□ More than 15 y ea rs
W hat ty p e  o f app o in tm en t is your current post?
□ P erm anent/O pen  ended
□ N on-perm an en t/T em porary
W hat are your hours o f work?
□ Full tim e
□ Part tim e
□ Part-tim e hourly paid
A pproxim ately how m any paid hours do you work in a typical w eek ?
□ L ess than 20
□ 2 0  to  4 0
□ 41  to  50
□ 51 to  6 0
□ More than 6 0
Do you m a n age  sta ff within th e  Trust?
□ Yes
□ No
Do you have  fa c e -to -fa ce  con tact with p atien ts /  serv ice  u sers a s  part o f your job?
□ Y es, frequently
□ Y es, occasion ally
□ No
W hat serv ice  do you work within? P lease  only s e le c t  o n e  serv ice .
□ Adult Mental Health
□ Older Adult Mental Health
□ Children and Young P eople's S erv ices
□ Learning D isabilities
□ S p ecia list S erv ices
□ Corporate S erv ices
W hat is your role within th is serv ice?  P lease  s e le c t  only o n e  role.
□ Medical
□ Nursing
□ T herapies
□ Health Care A ssista n t and o th er  Support S taff
□ Social Care
□ Admin and Clerical
□ M anagerial
□ E states and Hotel S erv ices
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APPENDIX N (contd.)
t w h a t  is your m ain professional role within th e  'T herapies' occupational group?
P lease  s e le c t  only o n e  profession .
□ O ccupational T herapist
□ P hysiotherapist
□ Dietician
□ Practitioner P sycholog ist
□ T rainee P sycholog ist
□ A ssistan t P sycholog ist
□ P sychotherapist
□ Arts T herapist
□ Family T herapist
□ S p eech  and L anguage T herapist
□ Support to  Allied Health P rofessionals (e .g .  support w orker, therapy  a ss is ta n t)
□ O ther Qualified Allied Health P rofessionals. P lease  s p e c ify ________
t  Only participants who had selected the Therapies’ occupational group on the previous 
question were directed to complete this question. This was automatically set as a command 
in the online questionnaire.
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APPENDIX O: Histograms indicating normality in distribution for total scale scores
for each measure
Figure 2. Histogram for overall reported workplace social capital as measured by 
the Short Measure o f Workplace Social Capital
SMWSC_range1to5
20-
15-
O" 10”
Ï
SM W SC _range1to5
Figure 3. Histogram for total positive affect as measured by SPANE
SPANE OverallPositive
J c i d' •  I I I I I I I I I I I I
9 10 11 12 13 14 15  16 17 18 19  20  21 22  23 24 25 26 27  28  29  30
SPANE O verallPositive
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Figure 4. Histogram for total negative affect as measured by SPANE
SPANE_OverallNegative
n D
T I r
9 10 11 12 13 14 15 16  17  18  19 20 21 22 23 24 25 26 29
W -
SPANE_OverallNegative
Figure 5. Histogram for total score on the Satisfaction with Life Scale
SWLS TOTAL
20-
u_
lo­
s e  7  8  9  1 0 1 1  1 2 1 3 1 4  1 5 1 6 1 7 1 8  1 9 2 0 2 1  2 2  2 3 2 4  2 5 2 6 2 7 2 8 2 9  3 0
SWLS TOTAL
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Figure 6. Histogram for total score on the Perceived Stress Scale
PSS TOTAL
20-
2  3  4  5  6  7  8  9  1 0 1 1  1 2 1 3 1 4 1 5 1 6 1 7 1 8 1 9  2 0  21 2 2  2 3  2 4  2 5  2 6  2 7 2 8  2 9  3 0  31 3 2  3 3 3 4  3 5
PSS TOTAL
Figure 7. Histogram for overall job satisfaction as measured by the abridged Job in 
General Scale
TOTAL aJIG
o D 0
n
oI I I I I I t I I I I I I I I I ' I "  I "  I "  I "  I "  T*‘ I “ I
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Figure 8. Histogram for employee satisfaction with current work as measured by the 
abridged Job Descriptive Index Work on Present Job facet
TOTAL aJDI currentwork
Sr 30-
i d  11 12  13  14  1 5  1 6  18
TOTAL aJDI curren tw ork
Figure 9. Histogram for employee satisfaction with pay as measured by the abridged 
Job Descriptive Index Pay facet
TOTAL_aJDI_Pay
1
TOTAL_aJDI_Pay
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Figure 10. Histogram for employee satisfaction with opportunities in the workplace 
as measured by the abridged Job Descriptive Index Opportunities for Promotion
TOTAL_aJDI_Opportunities
8 0 -
4 60 1 3 8 1 0  11 12  13  14  1 5  16  18
TOTA L_aJD I_O pportunities
Figure 11. Histogram for employee satisfaction with supervision at work as 
measured by the abridged Job Descriptive Index Supervision facet
TOTAL_aJDI-Supervisor
r
T O T A L _aJD I-Superv isor
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Figure 12. Histogram for employee satisfaction with people in the workplace as 
measured by the abridged Job Descriptive Index People on your Present Job facet
TOTAL_aJDI_People
5T 40'
10 11 1 2  13 1 4  1 5  16  17  8  9
TOTAL_aJDI_People
Figure 13. Histogram for self-rated physical health as measured by single-item 
question: “Wouldyou say that in general your health is excellent, very good, good, 
fair or poor ”
health - Would you say  that in general your health is:
120-
100-
?c0>
£
u_
4 0 -
20-
v e ry  good excellen t
health - Would you say th a t in general your health Is:
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Figure 14. Histogram for self-rated physical health as measured by self-reported 
number o f sick days
Sickdays (number in last year)
2 so­
i l  to  15  6 to  10 1 to  5
Sickdays (num ber In last year)
217
'ï
A":
I fN
SfN
§
M
oo
m
o o
C--in
o
o
ON
m
o
o
r -
o
04
S
ON
O
a'§ g
■ o ’— ' ' ^ r 4 ' 0 ’—tmi><0\'=i' '^r' ' 'OOONO~»r) 
• CNNOO'^CNNO’—l o ^ N O ’—< m f N o r " ^  en
oo V) m 04
m m m o ,  en
U
CZ5
73
0)
a - ;
04
O '
»n
o
o o
m-rr
o
o o
o o
'd-
o o
NO
»o
ON
m
o
'o
0
w1
!I&i
SII
CZ5
a
I
m
3
04
g
-O
a ‘S
04
3
04
S
OOTT
NO
o
V ) 0 4  TT
t- h
O n
m
O '
o
TTen
en
o
O '
O '
o
O n
NO
O
en  O  en
O n
en
O
en
O n
en
O '
NO
en
O '
»n
o
O n
O n
0'04oomooO'ON'^’-H 
O n T-H r —I O n O n ON t- h
e n  O  0 4  O  en
04 04'^ONeS4»040N'^HH o  0 4  0 0  e s  On o  o  
* e n  O  e n  Oen
O '
NO
en
en
e n
en
NO
ON
T-HiDNO'^ONenenT-HT-HONen'^00»ONOON00O4O'00enON04ooT-HOenONOooenONCSONioNqenooo40N
e n O e n O e n T - H e n O e n O e n O e n O e n o e n O e n O
O n
CN
NO NO ON
0 4
O '
§
e n
0 4 o o
O
' a
cdco
îî
f l
î
§I î
g
0
1
i - ëo a
IfI
a  S a Z
I 126 î I 0  a1
%
I
218
a*S
I 04
I  “ I
I '
I 3I -.5
U
I
I
04
a
1
ft
!
fl
Io
§I
I
I
U
o
o
O'
o o
m
NO
o
0 4 G ' ©o' o o OO o '
NO T-H 0 4 »0) T—^ NO 0 4
rn m C l/ cn rn C /
o
o
NO«n
04
i
s
o
o
c n  m  m  O n m  o o
NO T-H On t-h
0 4  a  r n  O  . *m
m
cno
ON
?
o
0 4m
04
oT 04 (o ' ON o ' 'd-m ON ON On 04 ON cn
cn s 04 8 / CO 8 / rn
I
I
z
!1
g
1
i
ft
219
flSîI
%i
!c3
'ü0in
1
!1&
I
BîI
X/1I31
I
0
52
1
I
I
f t -S
04
t
u
I
II
M
g
f t ‘ï
04
§
at
OCJ
floî
uî
2
6
»nNO
O
e
o
O '
m
e n
» n
O '
NO
O
<N
O
e n•T4
HHT^O'00oooNT-HT-irn'^fNm'^ONo»nO'ONNOo NOT-HNoen'^o4'^e^>r4'-HONT-HO-enOT—lin»—l O - ^ o  enT—lenT—^en»—lenT—<enT—1 ' ^ ’—lenT—ienT-H»oen
O '
en
o
o
e
en
e n
en
en
ON
OO
o
o
e nCN
0 4
O-
ON
O '
o
e n
en
en
ONONen4nenenen'^NooO'^ '^‘neS'^eno4'-Hi/NO 
t - h O n t — l O N O O O N O N O O e n O ' ^ O O ’-H T —l O e n O ' N O
enoenT—'CSt—io40enT—'en e n en en e n  O  04
en
O
e
O n
0 4
0 4
m
NO
O
o
5
0 4
O '
OO
o
en
o
tnen'd'encNNO'^enenT—1'^O'NO‘OOnnooo' ^Ont—' O  enONenONONONr-HooojONNoON»nOenoo40N'^0;»o 
enoenOCNOenoenoenOenT- îenT-HenOenOen
o
o
0 4
I Iü
O
'S
I 1
?
I
I
G
U
en
I
I
I
R
o o NO
o O o
"T •V
o
04 »o
8  3
IIft % a
I1
'G'gCOa i
GhMGcda
o
< .§
220
I
0
1
u
I
1
04
g
11
ft'és
g
f t ' :
04
fl
ftoG
a01
I
I
NO
P!
d>
»n
NOm
o o
0 4O
c5
inin
0 4
0 ' 0 4 m ' ^ m o 4 o 4 ' ^ t > i n m oN o r o N o o o - o ^ f N O - o i n m
mm
04
o o
o o
m m m CO
i n o ' On
m m t- h o
m t- h m t-h TO
T)-
o o
On
m
O o ' i n o
O n O T-H NO 0 4
O t- h m t-h
i n
m
>-H o  On NO
O  ON O  On t-h
cn o  ro o  cn
o
o
o
o
8 /
i n
o
NO
0 4  O ' TT 
O  O  04
m  T-H o o
O  0 4  On
o o
o
m o  m
oo
o
04
^ ^
O ' ON o o t T o O n O O '
O n Tt- ON O ' NO m p o o p
O m o m o m 0 4
i n
o
i n
^ ^ ^ ^ ^
NO NO O n 0 4 O ' m O ' hH o o m i n O n O ' O ' Tf- o 04 i n NO o 0 4 m
04 OO 04 OO m ON t- h 8  ^ o o m p t- h ON o o o NO o o o o NO i n p ON
m 0 m m o m C /  ^ o m m CO m CO m CO m o m m o's—/
O n NO Tf- 0 4 o o NO o NO T f o o o O '
04 m i n i n 04 NO 0 4 t T m
I
2
04
in 4 -
i n
I
I
ill!
I l l
M
G 2
g 8 8•JH " O
g E t2 G G00 05
Q t o(5Û g
.S s O
s 8 &ft O
ft C/3 U
a
GIf
221
I
a
!
-GG
I
i
f t * ;
04
g
i
-G
i
g
S
G
u  sI 
1 '
i1
m
g
S
■I
0
G
a1
1
2
s
g
NO
O
o o o O ' NO O O ' e n O ON en en O ' O n o o
NO 04 Tt- 0 4 0 0 p en 0 4 i n HH «n m m ON 0 0 i n
en e n e n en e n en en en
Tf
O O
O '
NO O n o  
O  O  <N
T j -  r 4  m  O n r - H
o o  0 4  o  o  0 4
m  o  m
i n i n o T —i o o o o t -h n o  • n o o o o p o j O N c n O N  
e n  o  0 4  f t  m" o  e n  o
0 4
o
O '
O '
O n
/—\
NO o o O O ' o o en O ' O ' o ON NO o NO
04 O n en oo ON 0 4 T—j m O n O p en O ' • n O n
en O en o e n o en en O en en o en O\—/
"d- 0 4 o o t T 04 O n O n
t T O ' 04 «n 04
I f I |îI I ”
| l
I1
00
Î
! I
■§K S
G  Gr
■S
I I
G  G
g "
222
d
1
O'
I
f t - ;
u
I
•P ft
I
04
g
u
I
I Ift
ft-;
04
g
IG
a01
I
I
NO
o
O '
m
O ' O N o m O ' O ' m T t ’ c o m o o T t ' O '  o 4 T r i n o o N O T f " o o o o « n T —' O-iTiNO 
O  m  o  m  T—I o .m  T-H m  o  CO
p
o
cn
«n o  o- in
T|- o
m o ^ o O ' _  O ' o '
m "d" p NO O '
en S Tf- C l/ en B
n o Ot O c o O tT O O O O O O O
04
O nino
o
O '
00
m  o  cn o  04 o  m
oTo _ in 3 o G' o (o o _  O oT
m o 'T^ en NO o o o in o p '  0 4
c^ en B en B T f B en ^ T f
c n O ' C O N o m o o O N O N O T j - O '  p p m T f p t > i n O ' ; P P P p i r )  
04 o  cn f t  rn o  cn o  cn o  'd' o
III
°  g
| J
G G
'p H
04
i
Q
04m 04
Po 04 o o o OO On O'in Tf in oo in p
t T d en B d 04 Ti­ den
04 04 es
on
IB
g
§ g*
lîft I f1
l î
III
I
Olî
'B al
tG cda al a
g ffi
O' Td
<2u .2^
’B Oa
o ft
223
A
m
(3en
* *
* *
O n
ION T f
NO T f
d d
* •» *
* * *
T f O ' NO
' 0 4 t > ION
P NO
d d 0
*  * * *
*  * * *
0 4  0 4 0 00
T—1 O '  T—1 O ' ION
P  00 ION e n
d  d d d
*  *  * * *
46- *  * * *
e n  O '  O ' ION TO
0  O n  O n 0
ION 00 00 NO
d  d  d d 0
*
*Tt o
r >
p  oo p  p
d  d  d  d
I
I
U
I
Ift
<
H
i I I Iu  %
g  IV3 O
i l
uo
%
S
afo
*
*
oo
9
*ino
" to
NO
9 .o
*
*in
men
d
o
m
d
< N
d
ft
gen
I
den
2 5ce G 
•  a  en «
* * * * * * *
* * * * * * #
ION 0 e n 04 e s T O
O n 0 00 ION NO ON O '
TO ION e n r n 0 4 p e n
d d d d d d d
* * * * * * *
* * # * * * •se­
S ' 00 ION TO O n e s
O n 00 00 NO 0 4 00 0 4
ION TO 0 4 e n e n e n 0 4
d d d d d d d
A
M
i
<
04
d
*
*
m
*  *  ** * *o >n 0000 00 Tj"m T-; c4
d  d  d
*
*
SCN
*
*
NO
< nCN
* * * * m NO 
( S  O n  
( S  ( S
d  d
o
d
*
» n
d
O n
0 4
0 4
I
*  :
NO NO 
T—I t '  
0 4  0 4
d  d
1
f
U
C3
O '
m
NO
O
o
O n
> n
NO
NO
ION
*
00
00
e n
d
*
NO
ON
e n
d
*
S
ION
d
T t-
VN
* * * *
?  0
NO e n
* * * * 04 o
T j -  ION
d  d
*
*
0 4  00
O n
ION
0 4
ION
O o
J î
ft o  ft ce
G
e
g
0
1
G  G 
O ' O '
It
o :  Q
ION
NO
0 4
ION
O
o o
s s 
:  s
*
NO
O '
2 ^4— «
H
I!Gce
C3 Æ 
00 00
I
s
î
I
e  a
13 G
ION N wp o 
d  p
ft I
ïi
w  . g1
«
- " S
1 3  G
ë f
ft % 
g plî
• s  u
•52 "S
IJ
N81
il
224
%i l
!L
%
l u
H
î I IU
a
00
«g
a
1
I
gI
If)
i l% '2 • 5 m c«
£
C3
t
%
m
I
I
ttr: A
I
iu
.S3 ^  .Si
4—
t
O•J—a Oo a% V o25o a ok 5 4)a c» Pk
TS <Û
**
oo
*
§o
**
VO
*
*
OO
O n
( N
O
CN
O
* * ** * *
v o OO CNin 0 \ m
( N CN
o o O
* * * *
* * * *r- o o
CN o o o o o
m m
o o o o
* * * ** * * *
o \ en VO T f
oo V ) CN
m m 'to o o O
* * * *
* * * *
»n oo 0 \ 00o O n 00rn m CN
o o O O
I
I
H—
s
I
'2
o
1 /3
<g
«no\
»n
**V)
CNO
0\C\
*
*V)om
*
*
S
*or-(N
o
'O
I«M0
1s
ê
o o
.2?  ^
•- t
W)
c d  (U
II
<u4fr
-S
a  ^  
-"S"o "5I f
ô  8O (üê I
■cd ^
II
•S U 
.2 ^
iJ
N
s  §
I
225
i
1
ü
I
t
Ig
I
CL)
I'TSI
1
i
Hcci
CZ5
I
S
Ui
^  (Zi 
!
U
i
J
o
o
o P I oo5 00or-- **in voTi­ed envi oov o (3\ \0 vo in t> o\ <d o
m
oV)
s  S  §  g;
fO (N 
o  O  o  O
o V) in Tj- C'­ o 00
m oo es «> 00
en en o es vo en o
o <d (d <d <d O <d o
il o m Tt esen vo esen es es Tj-<d O o o o O  Tf vo m t>lO T—I 1—(O  cd O
PI I I
c/3
'TS Ü (w
il!
(+-(
I
I
"I
<D %
13 &oo ^  C3
0 0  ^  C/3
3
c/3
wI
C/3
1
Ph
CD1
00
I
O
-0-g
Ph
II
il I Ii  "g(U "SIIPu 00
I
'U
( 4 - 1
0
b
1
g
>
' 2 ' 2 ' â_ 5 p  e p . S *I l  i
<  <  Q
g
ffi1I
' g
*n
0
<d
1
I
I
I1
r -Os
( 4 - 1
0
1
I
I
i
&
' S
CN
Oo
o
( d
(4 -H
0
1
1
1
r -
Os
en
(4-1
O
I
I
I
I)
&
^  Ph 
* 
*
226
I
I
I6
g
I
I
I
ÜI
i-
0
1
I
Ic/3III
£
I
I
a
c %
H
Is
A
§
I
CO
s
CO
•§
I
II
(U
O
tq-40
1
I
I
00
I
1U
13
'o0 
00
1 
1
(4-1
0
1
J
00
g
g
IsI
CCS
3
o PP
t
2
3 I
PQ
I
•§
>
in oo ir> 00 Tj- 00 CN CN CN oo CNVO ov o wo O m CN cn O O 00 00VO 1— ( cn wo CN VO O O C-- Tf oo oo o
o o o o O o o o O o o o
m On 00 00 ov r - CN TfCN oo wo <q Tt CN cn 00 T—1 C-;o o o o O o o o o
cs
( S
On
O
O n
o o
?
C - -
' O
CN
I
>
CO
OPP
1
I
OPk
(4-1o
< u
8
00
Os
CN
mo
inTi-
ino
(o 6T (77 vB^ (77
m m m CN c n CN CN CNo o o o O CN
\ —/o o m IN !>. c n
c n CN m 1—1 O O CN oo O o o o o O o
r-
5
o o
CO
Ü
sS
I
(U
I
■ g
I
I
g
00
43
Î
00
VO
m
o
mà
Tf
00
<0
c/3
I
00
1
Pk
c n
o o
o
o
CN o
( o '
o o
(7 7
CN
6 d
00
o \
m
Tj-
W")
C--
m  CO
(0
8
00
1o
■§
I
I
I
I•g
I
&
PL4
I
t
Q
I
0
1 aA  00
mo
oo
VOo
o r-- W) VO I___ r-- o o CN r - - o
W1 o o c n o o T t o o c no O) o o . T t t - o o r- <q
o o o o o o o o o o o o
W') O s 0 0
c n o O) CN 1—4
o c n T—4 o CN
T t
(o'vq 6BT t c nm 9^
C l/ s
CO
W"3
t -o W3OV ovo g
o Wl CN d d
■g
I
§
0
1
P h
I
I
1 3
00
I
•2
(4-1o
0
1
g
ffi
I
227
Research Log
September 2010 -  July 2013 
Year 1 -  Year 3
228
Research Log
1 Formulating and testing hypotheses and researeh questions y
2 Carrying out a structured literature search using information technology 
and literature search tools
y
3 Critically reviewing relevant literature and evaluating researeh methods y
4 Formulating specific researeh questions y
5 Writing brief researeh proposals y
6 Writing detailed researeh proposals/protocols y
7 Considering issues related to ethical practice in researeh, including issues 
of diversity, and structuring plans accordingly
y
8 Obtaining approval from a researeh ethics committee y
9 Obtaining appropriate supervision for researeh y
10 Obtaining appropriate collaboration for researeh y
11 Collecting data from researeh participants y
12 Choosing appropriate design for researeh questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-struetured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting researeh findings in a variety of contexts y
27 Producing a written report on a researeh project y
28 Defending own researeh decisions and analyses y
29 Submitting researeh reports for publication in peer-reviewed journals or 
edited book y
30 Applying researeh findings to clinical practice y
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Perceptions o f Facebook
Abstract of Qualitative Group Project 
May 2011 
Year 1
230
Abstract
This study aimed to investigate the perceptions of the social networking site 
‘Facebook’ amongst its users. Quantitative researeh on this topic has tended to focus 
on campus-based student samples, and a qualitative approach and a non-student 
sample was selected here in order to generate richer data for analysis within a wider 
group of Facebook users. Semi-struetured interviews were carried out with four 
participants, and data was analysed using a Thematic Analysis approach. Four major 
themes emerged from the data: ‘communication’, ‘knowledge of others’, ‘change in 
use over time’, and ‘the ‘dark side’ of Facebook’. Participants noted the utility of 
Facebook in enhancing communication and increasing knowledge of others, both 
close and distant friends. A general trend for fluctuating use of Facebook over time 
was reported. Concerns were raised over the possible addictive and psychologically 
or socially damaging impact of using Facebook. Differences also emerged between 
the constructions of how Facebook could be used, and the ways in which participants 
actually felt they used the site. Implications for the role of Facebook in both 
individual and wider social contexts are discussed, and directions for further researeh 
are suggested.
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